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Abstract 
Rationale. According to ‘sudden gains’ and ‘rapid response’ methods, 
considerable numbers of patients experience large robust reductions in depression in 
early sessions across a range of psychotherapeutic modalities. Yet, surprisingly few 
researchers have investigated the processes that might help explain this phenomenon.   
Aims. Accordingly, the aims of this thesis were threefold: 1) To replicate previous 
findings of a rapid response to psychotherapy, 2) To investigate the role of empirically 
supported pre-existing interpersonal patient factors, 3) To examine systematically the 
therapeutic processes that characterise both rapid and gradual response profiles.  
Methods. Sixty-two adults received 16 weekly sessions of supportive-expressive 
dynamic psychotherapy (Luborsky et al., 1995). A rapid response was defined as a 
reduction of at least 50% of patients’ intake Beck Depression Inventory score by Week 6. 
Following a comparison between rapid and gradually responding patients’ attachment 
and interpersonal patterns, 20 (10 rapid-, 10 gradual-responders’) early therapy sessions 
(session 3) were rated with the Psychotherapy Process Q-Set (PQS; Jones, 2000). The 
PQS is a pan-theoretical method of systematically characterising therapist-patient 
interactions that provides a meaningful index of process that can be used in comparative 
analyses.  
Results. Over one third of patients (23/62) experienced a rapid response, by 
Session 6. This accounted for an average 96% of their entire symptom reductions. Rapid 
responders were more than twice as likely to recover by Session 16, and were 
significantly less depressed at 52 week follow-up, after adjusting for intake symptom 
levels. Rapid responders also presented with fewer interpersonal problems. On the other 
hand, pre-therapy characteristics of gradually responding patients included having lower 
interpersonal mastery, a more domineering interpersonal style, and greater social 
isolation and attachment fears concerning intimacy.  
The interpersonal differences between rapid and gradually responding patients 
were reflected in differences in psychotherapy processes. Despite equivalent ratings of 
observer-rated working alliance, results from the PQS suggested that as early as Session 
3, rapid responders were at a more advanced stage of therapy, characterise d by a 
willingness to work on strong emotions such as guilt. In contrast, gradual responders’ 
sessions were dominated by externalising, hostility, and defensiveness.  
Conclusion. Pre-existing interpersonal patient factors determine the speed of 
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1.1 The Prevalence of Depression 
Depression is the most common mood disorder, and is the leading cause of disability 
worldwide (Murray & Lopez, 1997).  Approximately one in every five Australian adults 
will suffer from depression at some point in their lives (Andrews, Hall, Teeson, & 
Henderson, 1998). The social and economic burden of depression includes functional 
impairment, disability or lost work productivity, and an increased use of health services 
(Simon, 2003).  
Approximately one third of individuals who suffer from a single episode of major 
depression will have another episode within a year of discontinuing treatment (Lin, 
Katon, & Von Korff, 1998; Piccinelli & Wilkinson, 1994); more than 50% of individuals 
treated for a single episode will relapse within 10 years (Kendler, Thonton, & Gardner, 
2001; Kessling, Andersen, Mortensen, & Bolwig, 1998; Solomon et al., 2000).  
Furthermore, those experiencing two episodes have a 90% chance of suffering a third, 
while individuals with three or more intense episodes have recurrence rates of 40% 
within 15 weeks of recovery from an episode (Kupfer, Frank, & Wamhoff, 1996). 
Considering risk for symptom return is highest during the first 12 months following 
remission (Lin, Katon, & Von Korff, 1998; Reimherr et al., 1998), continued treatment 
beyond the point of recovery, is commonly recommended (Hirschfeld, 2001; Frank & 
Thase, 1999). Thus, in addition to reducing depressive symptoms, there is a simultaneous 
need for successful treatments to demonstrate their ability to minimise relapse.  
Despite the demonstrated positive effect of psychotherapy for depression (Elkin 
et al., 1989; Elkin, Gibbons, Shea, & Shaw, 1996; Leichsenring, 2001; Luborsky, Singer, 
& Luborsky, 1975; Smith, Glass, & Miller, 1980), contention abounds as to ‘why’ 
psychotherapy for depression works and ‘what’ the essential ingredients of successful 
therapies are (Ahn & Wampold, 2001; Kwon & Oei, 1994; Luborsky et al., 1993; Parker 
& Fletcher, 2007; Smith et al., 1980; Stiles, Shapiro, & Elliot, 1986). For instance, 
Shapiro and colleagues (Shapiro et al., 1995) found no measurable benefit of 16-sessions 
over 8-sessions of cognitive-behaviour therapy (CBT) for depression at one year follow-
up, irrespective of initial severity, which counter-intuitively suggests that psychotherapy 
may have a ceiling effect for certain patients. Hence, due to economic, practical and 
ethical consequences (Simon, 2003), further research on duration of treatment and 




1.2 The Effectiveness of Psychotherapy for the Treatment of Major Depression  
It has recently been established that considerable numbers of patients experience large 
reductions in their depression in early sessions of psychotherapy. This finding occurs in 
both adolescent and adult populations, and across therapeutic modalities. Although 
research designs vary across these studies, findings to date suggest that patients who 
respond earlier (or more rapidly) tend to have superior outcomes than patients who do 
not, at termination and at follow-up assessments. This is particularly impressive when 
one considers that most patients spend less than 1% of their week (1/168 hours) in 
therapy (Prochaska, 1999). This clinically and statistically significant response pattern is 
to be distinguished from that of the ‘placebo response’ frequently observed in 
pharmacological research, which is characterised by an early (but premature) change in 
symptoms that typically results in poorer long-term outcomes, such as relapse at follow-
up (e.g. Stewart et al., 1998).  
Despite the field’s current interest in this line of psychotherapy research, 
surprisingly few investigations have identified factors that predict early or rapid 
therapeutic change. At present, two prominent and related methods have emerged. For 
the purposes of simplification, the research incorporating these methods will be 
categorised and referred to as studies investigating either sudden gains or a patients’ 
rapid (or early) response.  
 
1.3 Sudden Gains and a Rapid Response 
1.3.1 Sudden Gains  
 The method of identifying sudden gains was pioneered by Tang and DeRubeis 
(1999b), who investigated early between-session symptom improvements (i.e., sudden 
gains) defined as a reduction of at least seven Beck Depression Inventory (BDI) points. 
They found a considerable proportion of their sample (39%) experienced a sudden gain, 
the bulk of which had occurred by the fifth session. The average magnitude of the sudden 
gain was a 10-point reduction in BDI scores, and this accounted for an average 51% of 
sudden gainers’ overall improvements.  Notwithstanding statistically equivalent levels of 
initial symptomatology, the outcomes of patients who experienced sudden gains were 
significantly better than those who did not, at termination, 6-month, and 18-month 
follow-up assessments. Although Tang and DeRubeis acknowledged the arbitrary nature 
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of their sudden gain criteria
1
, increasing numbers of studies have successfully established 
the therapeutic generality of sudden gains in adult (Hardy et al., 2005; Stiles et al., 2003; 
Tang, Luborsky, & Andrusyna, 2002) and adolescent populations (Gaynor et al., 2003), 
making likely the role of common therapeutic factors in bringing about sudden gains.  
 
1.3.2 Sudden Gains in Psychotherapy for Depression 
In clinical trials, sudden gains of up to 11.5 BDI points have been found in 42-
54% of patients, and have been shown to predict better end-of-treatment outcomes in 
group (Kelly, Roberts, & Ciesla, 2005) and in individual CBT for depressed adults (Tang 
& DeRubeis, 1999b; Tang et al., 2005; Tang et al., 2007). Sudden gains also lead to 
better long-term outcomes (Tang & DeRubeis, 1999b), with sudden-gain-responders 
being significantly less likely to experience relapse/recurrence up to 24 months following 
treatment (Tang et al., 2005). Although across studies the majority of sudden gains 
occurred between the fourth and fifth sessions, one study (Kelly et al., 2005) found that 
early sudden gainers (i.e., patients experiencing sudden gains within the first four 
sessions), had significantly greater overall symptom reductions than patients 
experiencing later sudden gains, and were more likely to be treatment responders. This 
highlights the role of early sudden gains in treatment response.  
Sudden gains have also been found in clinical trials of short-term dynamic (Tang, 
2002) and interpersonal therapies (Kelly, Cyranowski, & Frank, 2007) for chronic and 
recurrent depression. In supportive-expressive psychotherapy (SE), a short-term 
psychodynamic treatment (e.g. Luborsky, 1984), sudden gains were found to occur at 
similar rates (43%) and magnitudes (10.5 BDI points) to that of cognitive therapy.  
Moreover, the majority of these gains occurred at the same point in treatment as in CBT 
(the fifth session) and led to better end-of-treatment outcomes, including significantly 
lower termination BDI scores and significantly higher rates of recovery.  
In contrast to the CBT studies (i.e., Tang & DeRubeis, 1999b; Tang et al., 2005), 
the sudden gains in SE were considered less robust because they did not predict better 
long-term outcomes at a 6-month follow-up assessment (Tang et al., 2002). Yet, aside 
from the fact that therapy was administered twice a week in the CBT sudden gain studies 
(cf. once per week in SE), a closer inspection of the origin of the SE sample reveals that 
                                                 
1
 Tang and DeRubeis (1999b) recommend two additional criteria to ensure that the stability and size of 
each sudden gain was significant relative to each patient’s overall symptom fluctuations. However, these 
criteria are under constant revision in the literature. For the full original sudden gain criteria, see 
Appendix A. 
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patients were taken from an earlier investigation (e.g. Luborsky et al., 1996) that sought 
to compare the outcomes of patients with either chronic or non-chronic depression, the 
majority of whom were also diagnosed with comorbid Axis II disorders
2
. This is 
significant particularly because research of the last 30 years has consistently found 
personality pathology to relate to significantly poorer outcomes (Reich & Green, 1991).  
For instance, depressed patients with personality disturbance have more severe 
symptoms, an earlier age of illness onset, a longer duration of depressive episodes, lower 
levels of social functioning, more frequent suicide ideations and attempts, and a greater 
number of previous depressive episodes compared to those without personality 
disturbances (Black, Bell, Hulbert, & Nasrallah, 1988; Brieger, Ehrt, Bloeink, & 
Marneros, 2002; Corbitt, Malone, Haas, & Mann, 1996; Kool et al., 2000; Rothschild & 
Zimmerman, 2002; Shea, Glass, Pilkonis, & Watkins, 1987).  Neither ‘frequency of 
therapy’, nor the sample’s diagnostic characteristics was considered by the study authors, 
nor have these factors been sufficiently addressed in the literature on sudden gains, or 
depression in overall (Parker & Fletcher, 2007). These issues exemplify salient 
oversights that Kazdin (1999) suggests all too often lead to differential and premature 
conclusions about a psychotherapy’s differential efficacy
3
.  
Kelly and colleagues (Kelly et al., 2007a) investigated the presence of sudden 
gains in a sample of 185 adult females with recurrent depression, treated with 12 weekly 
sessions of interpersonal therapy (IPT; Weissman, Markowitz, & Klerman, 2000). This 
study is particularly noteworthy because it is the largest sudden gain sample studied to-
date. Kelly et al. found that sudden gains occurred for 33.5% of their sample and had a 
mean magnitude of 13 BDI points. Like in SE therapy, a high proportion of IPT sudden 
gains reversed
4
. Moreover, in contrast to the sudden gains in SE and CBT, IPT sudden 
gains were not associated with either significantly better end-of-treatment outcomes, or 
clinical remission.  
However, the limitations of this study (for the purposes of making comparisons) 
                                                 
2
 Furthermore, Tang et al. (2002) only chose 40 of the 49 patients from the original SE study (e.g. 
Luborsky et al., 1996), and did not report any demographic, diagnostic, or other potentially clinically 
relevant features of this sub-sample.  After excluding from their analyses a further 5/40 patients due to 
‘reversals’, Tang et al., effectively made use of an undefined subset of 71% (35/49) of patients from the 
original SE study. 
3
 Comparing effects of two treatments (e.g. SE and CBT) while overlooking important diagnostic patient 
characteristics of each treatments’ sample subverts the notion of critical enquiry (Haack, 1993). This may 
simply be due to an innocent oversight, or it may be due to a researcher bias in allegiance to the cognitive 
modality (e.g. Kopta et al., 1999; Luborsky et al., 1999). 
4
 Reversals are defined as having occurred whenever half of a patient’s symptom improvement resulting 
from a sudden gain returns by the following session (e.g., Tang & DeRubeis, 1999b).w 
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include an all-female sample, which is not representative of the population; its focus on 
recurrent depression, which has been shown to have a poor prognosis (Howard et al., 
1986; Howard, Lueger, Maling, & Martinovich, 1993; Katon, Lin, & Von Korff, 1994; 
Klein, Schwartz, Rose, & Leader, 2000; Street, 1999), and the author’s definition of 
remission, which was arguably more stringent than past studies. For example, making 
use of the Hamilton Rating Scale for Depression (HSRD; Hamilton, 1960), Kelly et al. 
(2007a) considered remission to have occurred whenever a patient recorded either a 
HRSD ≤ 7 or a BDI ≤ 10 for 3 consecutive weeks. Yet, in previous sudden gain studies, 
the most common criteria for remission requires a BDI ≤ 10, not for 3 consecutive 
weeks, but by the end-of-treatment (e.g. Tang et al., 1999b; Tang et al., 2002)
5
.  
Thus, although sudden gain patients show more improvement overall (i.e., 
compared to non-gainers), methodological and sampling inconsistencies across CBT, SE 
and IPT sudden gain studies (including diagnostic severity, the rate at which therapy was 
administered, and the diverse definitions of remission), undesirably complicate the 
accurate interpretation of the mixed results reviewed. These methodological issues point 
to additional areas worthy of consideration by researchers in the field of sudden gains. 
Nevertheless, the findings of sudden gains in trials of CBT, SE and IPT should be 
emphasised as showing strong support for the therapeutic generality of sudden gains in 
psychotherapy for depression.  
  
1.3.3 Sudden Gains in Other Disorders 
There is a growing evidence-base for sudden gains in disorders other than 
depression. These sudden gains have been found in both clinical trials and in patients 
treated in the community. In a trial of cognitive and exposure-based group therapy for 
social phobia, Hofmann and colleagues (Hofmann et al., 2006) found 18% of patients 
experienced sudden gains, which accounted for an average 50% of their total 
improvement. Similarly, Present and colleagues (Present et al., 2008) found sudden 
gains occurred in 34.5% (10/29) of patients treated with a brief (i.e., 16-session) 
dynamic therapy for generalised anxiety disorder. Thus, in clinical trials, sudden gains 
have been found to occur in dynamic and CBTs for at least two anxiety disorders. 
                                                 
5
 Further complicating this issue are two studies (e.g., Hardy et al., 2005; Stiles et al., 2003) that have 
determined remission status for sudden gainers by calculating reliable change scores on the Clinical 
Outcomes in Routine Evaluation—Short Forms (CORE–SF; Evans et al., 2002). 
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In contrast, Stiles and colleagues (Stiles et al., 2003) found evidence of sudden 
gains in a community-treated sample. Although more patients (43%) experienced a 
reversal in their improvements than the 17% observed by Tang and DeRubeis (1999b), 
the outcomes of patients who experienced sudden gains were significantly better than 
the outcomes of remaining patients, suggesting the higher incidence of reversals was 
inconsequential. Importantly, instead of selecting patients based on narrow diagnostic 
criteria (e.g. Tang & DeRubeis, 1999b), individuals were assigned to a treatment based 
on its appropriateness (Stiles et al., 2003). Treatments offered to patients included 
cognitive, psychodynamic, transactional, gestalt, and other integrative therapies. No 
therapist consistently followed a formal manualized protocol, and treatment duration 
was variable and was not subject to strict time limits. Although Stiles et al. did not did 
systematically record information relating to their patient’s diagnostic characteristics (C. 
Leach, personal communication, July 9, 2003), their contribution is particularly 
significant because it suggests sudden gains are not limited to the carefully selected 
participants of highly controlled clinical trials. Rather, sudden gains occur in real-world 
community settings, for patients receiving non-manualized approaches, for a range of 
disorders. A follow-up study, in which researchers interviewed therapists who had 
treated sudden and non-sudden gain patients, found that therapists were able to 
retrospectively identify which clients had experienced sudden gains at rates 
substantially better-than chance (Davies et al., 2006). This could be interpreted as 
evidence supporting the legitimacy of sudden gains.   
Echoing the results of Stiles et al. (2003) are the findings of sudden gains in a 
community-treated sample of 76 depressed adults who received CBT (Hardy et al., 
2005). Like Stiles et al., reversal rates were higher than previous research (30% vs. 17% 
in Tang & DeRubeis, 1999b), yet sudden gains accounted for 81% of this group’s mean 
overall symptom reduction and, compared to non-gainers, sudden gain patients had 
significantly lower symptoms by the end-of-treatment, and at four month follow-up.  
Intriguingly, both Stiles et al. (2003) and Hardy et al. (2005) used an alternate 
method to Tang and DeRubeis (1999b) to identify sudden gains. Stiles et al. and Hardy 
et al. applied Jacobsen and Traux’s reliable change index (RCI; Jacobson & Truax, 
1991), to patient’s CORE-SF scores. Hardy et al. also applied the RCI to the BDI for 
cross-validation purposes. This successful departure from the 7-point BDI criteria 
suggested by Tang and DeRubeis further strengthens the legitimacy of the sudden gain 
phenomena.  
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When considered together, findings from both clinical trials and real-world 
treatment settings indicate that sudden gains are a genuine phenomenon capable of 
producing superior outcomes (compared to gradually responding patients). Sudden 
gains are not necessarily limited to highly controlled research samples, to either adults 
or adolescents, or to a particular therapeutic modality. Rather, sudden gains can occur in 
real-world settings for a range of disorders, regardless of treatment used. Furthermore, 
higher rates of remission and superior long-term outcomes (cf. to non-gainers) attest to 
the clinical significance of sudden gains.  
 
1.3.4 The Importance of Early Gains 
Although the link between sudden gains and superior end-of-treatment outcomes 
is generally consistent in the literature (Busch, Kanter, & Landes, 2006), the link 
between sudden gains and higher remission rates, while common, is somewhat less 
reliable. A review of studies that have investigated the impact of early gains on outcome 
and remission suggests that early sudden gains in particular, may be more clinically 
significant because they more reliably predict recovery than sudden gains occurring in 
later stages of treatment.  
For instance, in Stiles et al. (2003), whose diagnostically diverse sample was 
treated with a range of non-manualized therapies, sudden gains that occurred before 
Session 16 were associated with better outcomes, whereas sudden gains occurring after 
Session 16 were not.  Similarly, pre-treatment and first-session sudden gains were found 
most strongly to predict outcome in adolescents treated with in both cognitive and 
behavioural therapies (Gaynor et al., 2003). Likewise, in Kelly et al. (2005), sudden 
gains occurring within the first four sessions of a manualized program of CBT were 
positively related to treatment outcome, whereas the combination of these early sudden 
gains with all later sudden gains obscured the apparent benefits of early sudden gains. 
More recently, Lutz et al. (2007) examined the treatment trajectories and the timing of 
sudden gains among a sample of 1640 outpatients treated at a US university-based 
counselling centre, who received 5-75 sessions. Like the observations made by Kelly et 
al. (2005), early sudden gains were most strongly associated with positive treatment 
outcomes, particularly if they happened before the fifth therapy session.  
 Yet, the most compelling demonstration that early sudden gains are primarily 
related to outcome, comes from a recent study by Busch and colleagues (Busch et al., 
2006), who set out to explore the specific importance of early sudden gains in a sample 
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of 38 adults receiving cognitive therapy for depression. Like Gaynor et al., they 
included in their analysis pre-treatment and first session gains, but they added a further 
comparison between the outcomes of patients with sudden gains occurring during the 
first half of treatment (sessions 2 through 10), and patients whose gains occurred during 
the second half of treatment (sessions 11 through 20). They found that 32% of patients 
experienced pre-treatment and first-session gains, which accounted for 66% and 50% of 
their overall symptom reductions, respectively. Moreover, the majority of patients 
(83%) who experienced either pre-treatment or first session gains were recovered by the 
end of treatment. This accords well with early rapid response findings (e.g., Haas et al., 
2002) and like the findings from studies investigating early sudden gains (Gaynor et al., 
2003; Kelly et al., 2005; Lutz et al., 2007; Stiles et al., 2003) suggests that the 
depression of certain patients (especially those experiencing pre-treatment or first 
session gains) may respond so early in their treatment, that factors outside therapy may 
be salient.  
In a subsequent analysis, Busch et al. (2006) focussed on the remaining sudden 
gain patients. In contrast to the early sudden gainers, the recovery rate of the remaining 
sudden gainers was just 50%, which was not significantly different to those not 
experiencing sudden gains. However, when the timing of gains was taken into account, 
Busch et al. found that those experiencing sudden gains in the first half of treatment 
(sessions 2-10) had significantly lower BDI scores at termination than patients who 
experienced sudden gains in the second half of treatment (sessions 11-20), even after 
controlling for intake BDI. Furthermore, a higher proportion of those with first-half 
sudden gains recovered compared to patients with gains in the second half of treatment 
(67% vs. 29%). This analysis highlights the importance of separating early from later 
sudden gains, because their amalgamation masks the significance of the relationship 
between earlier gains and outcome. In other words, because of their stronger positive 
relationship with outcome and remission, early sudden gains may be fundamentally 
different to later sudden gains (e.g., Busch et al., 2006; Gaynor et al., 2003; Kelly et al., 
2005; Lutz et al., 2007; Stiles et al., 2003) and their combination may obscure important 
differences.  
In sum, the finding of more beneficial early sudden gains (cf. later sudden gains) 
suggests that later gains, although representing large and substantial symptom 
reductions, are less importantly related to outcomes. This may explain why some 
sudden gains researchers (e.g., Tang et al., 1999b cf. Kelly et al., 2007a) have found a 
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mixed relationship between sudden gains and outcome. An additional implication that 
can be drawn is that earlier gains (particularly those occurring in the first three sessions) 
may be under the guise of different factors, possibly external to therapy, whereas later 
sudden gains may be more a direct consequence of therapy. However, these questions 
have not been addressed in the literature.    
 
1.3.5 Sudden Gains and Cognitive Change: Where’s the Evidence? 
The sudden gain approach presumes change occurs rapidly, in the interval 
between two sessions, and may ultimately reflect the effects of therapeutic techniques 
(Tang & DeRubeis, 1999a). Accordingly, by studying the events that transpired in the 
sessions preceding a sudden gain, some researchers believe that specific therapeutic 
mechanisms will be revealed (Andrusyna et al., 2006; Tang & DeRubeis, 1999b; Tang 
et al., 2005). However, due to methodological limitations, results from sudden gains 
process research are hardly compelling.  
To date, only three studies (Andrusyna et al., 2006; Tang & DeRubeis, 1999b; 
Tang et al., 2005) have endeavoured to investigate the possible psychotherapeutic 
processes behind sudden gains. In CBT, Tang and DeRubeis (1999b) examined 
observer-rated patient levels of cognitive change, therapists’ use of cognitive 
techniques, and the therapeutic alliance, in sessions preceding and following sudden 
gains. First, they found more cognitive changes occurred in ‘pregain’ compared to 
‘control’ (i.e., pre-pregain) sessions
6
. However, despite that no differences in therapist’s 
use of cognitive techniques in sessions preceding or following sudden gains were 
observed, Tang and DeRubeis (1999b) purported this was evidence in support of the 
cognitive mediation hypotheses (i.e., CBT leads to cognitive changes, which account for 
the majority of observed symptom improvements; Beck, Rush, Shaw, & Emery, 1979). 
Yet, a closer analysis reveals their findings and conclusions are fraught with 
complications.  
Intriguingly, Tang and DeRubeis arrived at their conclusion about cognitive 
change despite the poor average inter-rater reliability they achieved on their observer-
rated measure of cognitive-change (r = .50), although they acknowledged this 
limitation. In psychotherapy process research, it is commonplace to achieve a minimum 
                                                 
6
 Tang and DeRubeis’ use of the term ‘control session’ may be misleading because it implies it is more 
controlled research than it in fact is. A control session is not a ‘control condition’; it is simply the ‘pre-
pregain’ session, which was used as a within-subjects comparison against the ‘pregain’ session.  
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inter-rater reliability of r  ≥ .70 (e.g., Jones, 2000; Orlinsky & Howard, 1986). 
Similarly, although they reported alliance to increase following a sudden gain, a closer 
examination of their results reveals that this increase was only statistically significant 
according to one of the three alliance measures they used
7
. Thus, the possibility of a 
type I error emasculates the credence of Tang and colleagues’ purported link regarding 
cognitive change, alliance and sudden gains (i.e., their upward spiral hypothesis).  
Although these points can be understood given the pioneering nature of their 
research, the following limitations are far more serious: Firstly, both early and late 
sudden gains were treated as equivalent phenomena, which is problematic because early 
sudden gains may be fundamentally different to late sudden gains due to their more 
robust association with positive outcomes (Busch et al., 2006; Hofmann et al., 2006; 
Kelly et al., 2005; Lutz et al., 2007; Stiles et al., 2003).  Secondly, because sudden gains 
can occur at anytime, non-gainers may equally have experienced sudden gains if 
sufficient therapy was provided. This possibility has not yet been addressed by sudden 
gain researchers. Thirdly, Tang and DeRubeis (1999b) failed to investigate the 
prevalence of cognitive change in sessions of patients who did not experience sudden 
gains. This is crucial, because without showing cognitive change did not occur in the 
identical sessions of non-gainers, conclusions about the mechanisms of sudden gains are 
based purely on an (untested) assumption. 
A subsequent study (Tang et al., 2005) investigating the connection between 
sudden gains and cognitive changes replicated Tang and DeRubeis’ earlier findings of 
greater rates of observer-rated cognitive change in pregain vs. control sessions in an 
‘automatic thought’ treatment, which included both behavioural activation and 
automatic thought interventions, and in a cognitive treatment that included all 
components of CBT but emphasised modifying core depressogenic schema. However, 
this research is open to similar criticisms to the original study. The most salient of these 
is their failure to investigate the possible rates (or the value) of cognitive changes in the 
equivalent sessions of patients who did not experience sudden gains. Thus, the 
purported role of cognitive change in producing sudden gains remains highly inferential.  
                                                 
7
 Alliance increased significantly according to the Penn Helping Alliance Scale (PAS; Morgan et al., 
1982), but not the CBT version of the Vanderbilt Therapeutic Alliance Scale (VTAS; Hartley & Strupp, 
1983), or the Working alliance Inventory (WAI; Horvath & Greenberg, 1986). Interestingly, a more 
recent examination of alliance following sudden gains in SE also failed to show a significant increase on 
the WAI (Andrusyna et al., 2006). 
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If cognitive changes did in fact produce sudden gains, then one may logically 
expect CBT to have an advantage over approaches without a cognitive emphasis. Such a 
possibility has been subsequently tested by researchers. The results have revealed that 
sudden gains occur under a wide range of theoretical approaches, including dynamic 
(Andrusyna et al., 2006; Tang et al., 2002), interpersonal (Kelly et al., 2007a), gestalt 
and integrative therapies (Stiles et al., 2003). Interestingly, one of these studies found 
that cognitive change did not differ between pregain and control sessions in SE therapy, 
yet sudden gains led to superior outcomes (Andrusyna et al., 2006).  
Overall, the extent to which cognitive change may underlie sudden gains (or 
outcomes) is highly questionable. A recent and comprehensive analysis of 13 CBT 
component studies concluded that there is little empirical support for the role of 
cognitive change in the symptomatic improvements observed in any CBT (Longmore & 
Worrell, 2007). In sudden gains research, Hofmann et al. (2006) found no evidence that 
cognitive change preceded sudden gains in CBT for eating disorders. Similarly, Kelly et 
al. (2005) found no evidence that patient-reported cognitive change differed between 
sudden and non-sudden gainers in CBT for depression
8
. In fact, one study even found 
sudden gains predicted more negative failure attributions in a longitudinal follow-up of 
responders to acute phase cognitive therapy (Vittengl, Clark, & Jarret,  2005). On the 
other hand, the recent findings of sudden gains among depressed participants who 
engaged in self-monitoring of symptoms (Kelly, Roberts, & Bottonari, 2007) and 
among patients in pill placebo and in pharmacotherapy trials (Vittengl et al., 2005), 
conditions all devoid of therapist techniques, suggest that patient variables (rather than 
therapist techniques, per se), may be an equally plausible (although seldom 
acknowledged) force behind sudden gains.  
Therefore, it is unlikely that cognitive change exclusively accounts for sudden 
gains in either CBT, or in any other therapy. Rather, in evaluating studies where non-
CBT sudden gains occur at lower rates or have been less robust, the following should be 
kept in mind: the frequency therapy was administered (e.g., weekly vs. bi-weekly), the 
criteria for identifying sudden gains, the method and measures used to classify sudden 
gainers as recovered, and whether or not the patients were drawn from a rigorously 
controlled clinical trial (vs. a routine clinical setting). 
 
                                                 
8
 However, both of these studies (i.e., Hofman et al., 2006; Kelly et al., 2005) did not look at in-session 
cognitive change, whereas Tang and colleagues (Tang & DeRubeis, 1999b; Tang et al., 2005) did. 
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1.3.6 The Contributing Factors of Change in Therapeutic Processes 
It is a commonly held view that factors common to all therapies are major 
contributors to therapeutic outcomes (e.g. Norcross, 1999). Based on a review of 
outcome research, Miller, Duncan, and Hubble (1997) modified an earlier model of 
change (e.g., Lambert, 1992) consisting of estimated percentages of variance in outcome 
to which each factor contributes. Client extra-therapeutic factors are estimated to 
contribute to 40% of the change, relationship factors are estimated to account for 30% of 
the change, and the last two components (techniques and client hope/expectancy) are 
estimated to contribute up to 15% of the change process (Hubble et al., 1999). Although 
it has been acknowledged that no statistical procedures were used to derive the 
percentages (Lambert, 1992), it appears that by studying cognitive change in sudden 
gainers, Tang and colleagues’ focus to therapist techniques was to the exclusion of other 
factors which may prove to be more salient.  
 
1.3.7 Problems With the Sudden Gains Method 
A major difficulty lies in the central feature of the sudden gain approach: 
Sudden gains can occur at any point in treatment. This is problematic for at least three 
reasons. Firstly, because sudden gains can occur at any point in treatment, it is possible 
that that (some) patients classified as non-gainers may actually go on to experience 
sudden gains if more sessions are provided. In contrast, rapid response methods require 
a predetermined amount of change to have occurred by a particular session. Secondly, 
although sudden gains can occur at any point in treatment, recent research suggests that 
early sudden gains may be fundamentally different to later sudden gains due to their 
more robust association with outcome (Gaynor et al., 2003; Kelly et al., 2005; Lutz et 
al., 2007; Stiles et al., 2003). Furthermore, the combination of early and later sudden 
gains may obscure important differences in psychotherapy processes (Busch et al., 
2006). However, in the three known process studies involving sudden gains (e.g., 
Andrusyna et al., 2006; Tang & DeRubeis, 1999b; Tang et al., 2005) all sudden gains 
were treated as though they were equivalent phenomena. Finally, and most importantly, 
because sudden gains can occur at anytime, the selection of a pregain session to match 
with an equivalent session in the therapy of non-gainers (for the purpose of making 
between-group comparisons) is not possible because the concept of a ‘pregain’ session 
in patients who did not experience sudden gains is illogical. This may perhaps explain 
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why such a comparison has been avoided by sudden gain process researchers (e.g., 
Andrusyna et al., 2006; Tang & DeRubeis, 1999b; Tang et al., 2005).  
 
This begs the question:  
How can we combine pregain sessions of sudden gainers to arrive 
at a session to match with an equivalent session of patients who 
did not have a sudden gain? (i.e., which session should be used as 
a between-group comparison session?) 
 
For example, consider the hypothetical data of three patients who had sudden 
gains occurring at sessions 3 (Patient A), 5 (Patient B), and 7 (Patient C). This would 
result in corresponding pregain sessions of 2, 4, and 6, respectively. Thus, the average 
pregain would be Session 4. However, the problem lies herein: Although Session 4 is 
indeed a pregain session for Patient B, it is in fact a post-gain session for Patient A, and 






















Figure 1. The hypothetical data of three patients with sudden gains. 
 
 
This is problematic for the following obvious reasons: Firstly, the average 
pregain session (Session 4), bears no resemblance to the average pregain session for this 
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group of sudden gainers. Secondly, Session 4 does not logically serve as a valid session 
for a pregain comparison session among a group of non-sudden gainers, because these 
patients did not have a sudden gain (i.e., the concept of a “pregain” session is entirely 
meaningless in their response profile).  
In other words, because sudden gains can occur at anytime during treatment, this 
prevents us from making direct comparisons between sudden and non-gainers, whose 
therapy-process cannot be reliably matched. Similarly, treating all sudden gains (both 
early and late) as equivalent (e.g., Andrusyna et al., 2006; Tang & DeRubeis, 1999b; 
Tang et al., 2005), is problematic because research suggests that early sudden gains are 
may be fundamentally different to later sudden gains (Gaynor et al., 2003; Kelly et al., 
2005; Lutz et al., 2007; Stiles et al., 2003), and their combination obscures important 
differences, which can affect conclusions drawn about the relationship between sudden 
gains and outcomes (Busch et al., 2006). Thus, it would appear that because sudden 
gains can occur at anytime, the sudden gain method (may) inadvertently isolate gainers 
from non-gainers because it prevents sessional between-group differences to be 
investigated, and consequently meaningful results to be derived from therapy process. 
Perhaps this problem with the approach is why, to date, only within-subject 
comparisons of psychotherapeutic processes among sudden gainers have been made by 
researchers (e.g., Andrusyna et al., 2006; Tang & DeRubeis, 1999b; Tang et al., 2005). 
In sum, the literature review identified a major shortcoming of the sudden gain 
approach: that a sudden gain can be identified anytime in treatment. This makes 
impossible direct group comparisons between sudden gainers’ pregain sessions and an 
equivalent pregain session for non-gainers. However, one conceivable way a direct 
group comparison can be made between sudden gainers’ pregain sessions and an 
equivalent session in non-gainers, is if a sample of sudden gainers who all had sudden 
gains at the same session (e.g., Session 5, say) is collected. This would allow for a 
comparison between the pregain session of sudden gainers (e.g. Session 4) and the same 
session in non-gainers’ therapy to be compared. Yet, given sudden gains can occur 
anytime, acquiring a large enough sample of patients who had sudden gains at the same 
point in treatment could prove difficult. This may explain why such a comparison 
remains to be made
9
. 
                                                 
9
 Due to the archival nature of this research, such a suggestion is possible. However, the patient 
characteristics of sudden gainers collected this way would need to be considered, as it may result in a 
group of sudden gain patients that do not come from the same population as non-gainers. 
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1.3.8 A Rapid Response: The Way Forward 
A common feature of sudden gains research is that the majority of sudden gains 
are observed, on average, between the fourth and sixth sessions (Kelly et al., 2005; Tang 
et al., 2002; Tang & DeRubeis, 1999b; Tang et al., 2005; Tang et al., 2007). This 
parallels rapid response research, which tends to focus on sizable symptom reductions 
occurring within six sessions (e.g., Beckham, 1989; Ilardi & Craighead, 1994). This has 
led some to argue that a rapid response may in fact be a series of sudden gains, 
aggregated across numerous sessions (Busch et al., 2006). On the other hand, it is also 
possible that a rapid response may merely reflect the result of a consistent gradual 
change of 2-3 BDI points of improvement every session. Whatever the case may be, a 
rapid response positively relates to superior outcomes, and as will be demonstrated, the 
approach offers several advantages over the sudden gains method.  
Although the sudden gain approach is precise because it allows researchers to 
pinpoint the exact point at which change occurs, the power of the rapid response method 
lies in its simplicity. Firstly, rapid response methods look for change of a predetermined 
magnitude, which (may) have accrued over several sessions. In contrast to the sudden 
gains method, this allows direct comparisons to be made between sessions of early and 
gradually responding patients. Secondly, the bulk of sudden gains tend to occur on 
average between the fourth and sixth sessions. This points to an apparent overlap with a 
timing of a rapid response (i.e., within six sessions; e.g., Beckham, 1989; Ilardi & 
Craighead, 1994). By extension, rapid response methods appear to be capturing the bulk 
of patients with sudden gains. Moreover, these are essentially early sudden gains, which 
are more consistently related to superior outcomes (e.g., Busch et al., 2006; Gaynor et 
al., 2003; Kelly et al., 2005; Lutz et al., 2007; Stiles et al., 2003).  
 
1.3.9 A Rapid Response to Psychotherapy for Depression 
One example of a study employing the early response method
10
 examined the 
recovery of 32 adults treated with CBT for major depression (Beckham, 1989). An early 
                                                 
10
Note. In the literature, the terms ‘early-’ and ‘rapid-’ response are used interchangeably by researchers to 
describe same phenomena (i.e., a rapid response that occurs early in therapy). Some researchers even 
combine the terms (e.g., a ‘rapid early response’; Ilardi & Craighead, 1994).  For the purposes of accuracy, 




response was defined as a reduction of greater than (or equal to) 50% of a patient’s BDI 
score from intake to the sixth session. Beckham found patients classified as rapid 
responders had achieved an average 67.8% BDI improvement from intake to the sixth 
session, whereas non-early responders had improved by only 5%. Early responders also 
had significantly lower depression at termination, suggesting their robust early 
improvements offered long-term benefits.  
 In a sample of 100 mildly depressed adolescents, Renaud et al. (1998) employed 
a similar, but more stringent, criterion to Beckham (1989). A rapid response was defined 
as a decline in a patient’s intake BDI score of at least 50% from intake to the beginning 
of the second session. They found a rapid response predicted superior outcomes 
compared to those who did not rapidly respond, and these differences remained 
significant at 12- and 24- month follow-up. This was the case across systematic 
behavioural and non-directive supportive therapies, suggesting the therapeutic generality 
of this clinically relevant phenomenon.    
Fennell and Teasdale (1987) attempted to disentangle the possible factors 
underlying an early response to psychotherapy, by utilizing a median-split criterion to 
determine the rate of recovery in adults meeting the criteria for primary major depressive 
disorder assigned to either CBT or treatment as usual (TAU) conditions. Like Renaud et 
al. (1998), the period they investigated encompassed the change in patients’ symptoms 
between pre-treatment and the end of the second therapy session, as measured by the 
BDI. Despite statistically equivalent mean symptom scores at intake, 46% (8/17) of 
patients in the CBT condition experienced a rapid response, which represented more than 
65% of these patients’ total BDI reductions during the entire course of treatment.  Only 1 
patient out of 14 showed a comparable improvement the in the TAU condition. By the 
completion of treatment, all CBT rapid responders had achieved full clinical recovery, 
whereas the recovery rate for the remaining CBT patients was only 11% (1/9).  
Compared to non-rapid responders (in CBT), rapid responders more strongly endorsed 
the cognitive model offered, scored higher on a pre-treatment measure of “depression 
about depression”, and reported a more positive response to initial homework 
assignments.  
 Like in sudden gain research (e.g., Tang et al., 2002), an early response has been 
found in dynamic therapies. Crits-Christoph and colleagues (2001) examined the extent 
to which improvement from baseline to weeks 2, 3, and 4 on the BDI and Beck Anxiety 
Inventory (BAI) predicted week 16 clinical remission in manual-based cognitive and 
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dynamic (supportive-expressive) psychotherapies. They found that across a range of 
patient diagnoses, and treatment lengths, eventual remission/non-remission of symptoms 
was highly predictable from the early pattern of treatment response.  Furthermore, based 
on a logistic regression model and receiver-operator characteristic analyses in an original 
sample, these findings were cross-validated in a patient sample derived from the National 
Institute of Mental Health. This research attests to the legitimacy of an early response 
and its positive relationship with outcome.   
 Additional evidence of a rapid response in dynamic therapy comes from Beretta 
et al. (2005), who studied 70 adult outpatients treated with a brief (4 Session) 
psychodynamic intervention (Gillieron, 1989). Patients had a range of diagnoses, 
including mood, anxiety, and Cluster C personality disorders. Early response was 
determined by using a modification of Jacobsen and Traux’s reliable change index 
(RCI; Jacobson & Truax, 1991), which they applied to patient’s SCL-90-R scores. 
According to their RCI calculations, by session 4, 32% had improved significantly 
(early responders), 60% had not, and 7% deteriorated, with no differences in age or 
gender between the groups. Importantly, the early response was maintained over 3 and 6 
month follow-ups. Moreover, the study found a relationship between responsiveness 
and pre-treatment patient characteristics. Early responders showed a more mature 
defensive functioning pattern and less interpersonal problems. They had higher mean 
scores on the affiliation dimension of the Inventory of Interpersonal Problems (Alden, 
Wiggins, & Pincus, 1990), and a lower mean score on control dimensions, compared to 
patients showing no improvement after four sessions. Lack of assertiveness and 
intimacy (higher cold and socially avoidant scores) were also more prevalent in the non-
responder group. 
 On the other hand, the findings of Van et al. (2008) are at odds with the frequent 
observation that rapid responders have better outcomes (Beckham 1999; Crits-Christoph 
et al., 2001; Fennel & Teasdale, 1987; Beretta et al., 2005) and higher rates of remission 
(Fennel & Teasdale, 1987; Beretta et al., 2005). Using data drawn from three RCTs (De 
Jonghe et al., 2004; De Jonghe et al., 2001; Dekker et al., 2005) Van and colleagues 
(Van et al., 2008) sought to investigate the relationship between early response and 
outcome in 190 depressed adults, treated with 16 sessions of either short-term 
psychodynamic therapy (SPSP; de Jonghe, 2005; Van et al., 2008) or SPSP combined 
with an antidepressant. Early response was defined as a reduction of more than 25% on 
the HRSD after 8 weeks of treatment. In the psychotherapy condition, 50% (32/63) 
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were identified as early responders. Of these, 26% achieved remission, defined as an 
end-of-treatment HRSD ≤7. Although early non-response, defined as a <25% HRSD 
reduction by week 8, was predictive of an overall non-response to treatment (<25% 
HRSD reduction by week 24), early response did not significantly predict end-of-
treatment remission.  
 One criticism of Van et al. (2008) is their early response criteria, which was 
neither based on an ‘early’ reduction of symptoms, nor was it empirically driven (cf. 
Ilardi & Craighead, 1994). A closer examination reveals that the point at which ‘early 
response’ was assessed (Session 8) represented the mid-point of treatment. In contrast, 
Beckham’s criteria required early responders to have achieved a 50% reduction in 
intake symptoms by session 6, which was clearly more stringent. Similarly, Beretta et 
al. (2005), found evidence of reliable and clinically significant change after only four 
sessions. Accordingly, it appears that Van and colleagues’ definition was tremendously 
lenient. This could inadvertently have the effect of falsely classifying patients who may 
not be responding well overall as early responders, thus diluting the statistical power of 
the early response group because it is confounded by non-responding patients.   
  Evidence suggests elderly depressed patients may also experience a rapid 
response. Gildengers et al. (2005) examined the effect of psychosocial and clinical 
variables on treatment response trajectories of three university-treated samples (N = 
360) of depressed elderly outpatients. Treatment included IPT with medication (either 
Nortriptyline or Paroxetine), or the combination of these medications alone. Two 
response trajectories, classified the trajectories as ‘rapid response’ and ‘slower 
response’, emerged for in roughly half the patients in each of the three samples. 
Remission (defined as a HRSD ≤10) was achieved as early as session 2 for rapid 
responders (range: sessions 2-5, across the three studies), and as late as session 10 for 
slow responders (if remission was achieved at all). Response rates ranged between 96% 
and 100% for rapid responders, compared to 67%-73% in ‘slow responders’. A higher 
intake HRSD was a risk factor for a slower response, and higher self-esteem was 
associated with a more rapid response. Thus, some patients may respond so early in 
treatment it is difficult to attribute these changes to the active ingredients of therapy. 
However, these findings may not generalise to elderly patients of primary care clinics, 
and the ability to generalise these findings to psychotherapy samples with younger 
adults may be limited. Nevertheless, the results of Gildengers et al. support the findings 
of superior outcomes in patents who respond rapidly. 
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1.3.10 A Rapid Response in Other Disorders 
 As in sudden gains research (e.g., Hofmann et al., 2006; Stiles et al., 2003; 
Wilson, 1999), a rapid response has been found in disorders other than depression. Grilo 
and Olmstead (2007) studied the response patterns of 166 females with bulimia nervosa, 
treated with an intensive 10-week day program. They found that 42% of patients 
experienced a rapid response, defined as a 70% reduction of in binge eating by week 4. 
Rapid responders were less likely to receive medication over the course of the program, 
and were more likely to achieve remission, which was maintained at a 3-month follow 
up. This study indicated that a rapid response can occur in other disorders, and 
consistent with previous rapid response and sudden gains research (Hofmann et al., 
2006; Stiles et al., 2003; Wilson, 1999) tends to relate to superior outcomes. A rapid 
response has also been found to predict improvement across a number of other clinical 
disorders, including panic disorder (Penava, Otto, Maki, & Pollack, 1998) and alcohol 
abuse (Breslin et al., 1997).  
Therefore, as was demonstrated in sudden gains, a rapid response is a genuine 
phenomenon capable of producing superior outcomes (compared to gradually 
responding patients) across a range of disorders and therapeutic modalities, in adults, 
adolescents, and the aged. These findings asset to the clinical significance of a rapid 
response. 
 
1.3.11 Summary: Sudden Gains and a Rapid Response 
Sudden gains and rapid response methods offer two distinct approaches to the 
study of change in psychotherapy. However, to focus on the differences between the 
approaches is to overlook their similarities. The most striking relationship between a 
rapid response and a sudden gain is that both tend to lead to superior outcomes. This 
apparent overlap is further strengthened when one considers that earlier (cf. later) 
sudden gains show the strongest positive relationship to outcome, and that across 
sudden gain studies the average majority of sudden gains occur within the first five to 
six sessions (the same early period investigated by researchers of a rapid response). 
Thus, it could be argued that the study of early sudden gains is simply a special case of 
the rapid response; one that considers sessional data.  
Although the sudden gain method is precise in that it considers sessional 
symptom change, the rapid response approach does not require symptoms to be 
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measured on a sessional basis. While this may sacrifice pinpointing the precise point at 
which the observed change occurred, the rapid response approach could be considered 
preferable for conducting systematic process research because it allows a direct 
comparison to be made between equivalent sessions of rapid and gradually responding 
patients’ therapy.  
In other words, in the context of studying therapeutic processes, the precision of 
the sudden gain method is not necessarily an advantage. As was illustrated, the sudden 
gain approach sacrifices power in two ways: 
 
1. Sudden gain therapy-process researchers (e.g., Tang & DeRubeis, 1999b) 
presume that all sudden gains (both early and late) are equivalent. Yet, 
early sudden gains may in fact be fundamentally different to later sudden 
gains (Gaynor et al., 2003; Kelly et al., 2005; Stiles et al., 2003), and 
their combination can obscure important differences (e.g., Busch et al., 
2006). 
2. Because sudden gains be identified anywhere in treatment, this precludes 
the possibility of making comparisons between sudden gainers and non-
sudden gainers therapy, whose sessions cannot be reliably or accurately 
matched to equivalent sessions of sudden gainers.  
 
For these reasons, and given the clinical significance of early sudden gains and 
their temporal overlap with a rapid response, it makes plausible sense to utilise the rapid 
response method to identify the predictors of, and to examine the therapy processes 
fundamental to, both rapid and gradually responding cases.  
 
1.4 Non-Specific and Extra-Therapeutic Factors 
One possibility is that the operation of non-specific therapeutic factors common to all 
psychotherapies may underlie both sudden gains and a rapid response (e.g. Ilardi & 
Craighead, 1994; Lambert & Ogles, 2004).  In an influential analysis, Ilardi and 
Craighead (1994) found support for the efficacy of common factors over specific 
techniques across eight published clinical trials of CBT for depression.  By analysing 
sessional changes in patients’ mean symptoms, they found that up to 55% of patients’ 
overall improvements occurred during the first 6 sessions of treatment. This pattern of 
change was similar for the BDI and the Hamilton rating scale for depression (HRSD; 
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Hamilton, 1960). After reviewing the Cognitive Therapy for Depression treatment 
manual (Beck et al., 1979), they concluded that to the extent that published outcome 
trials have adhered to the CBT protocol, this early improvement occurs prior to the 
effective implementation of specific cognitive techniques. Instead, Ilardi and Craighead 
suggested that non-specific factors may catalyse a therapeutic process of restoring hope 
in patients, which can itself lead to clinical improvements (e.g., Frank & Frank, 1991).  
Indeed, a recent meta-analysis of 27 studies comparing a treatment and a treatment 
without a therapeutically important component (Ahn & Wampold, 2001) found the 
aggregate effect size for treatments with therapeutically important components was not 
significantly different from zero, which is compelling support for the non-specific 
hypothesis. Others have made similar observations that accord with Ilardi and 
Craghead’s interpretation (e.g. Haas et al., 2002; Hayes et al., 2007a).  
 Hayes et al. (2007a) found compelling support for Ilardi and Craighead’s 
suggestion that hope may underlie an early rapid response in exposure-based cognitive 
therapy for depression. Hayes and colleagues considered a rapid response as having 
occurred whenever a patient’s HRSD scores at Session 5 represented ≥60% of the total 
change (pre- to post-treatment). They found that by Session 5, 49% of patients had 
experienced a rapid response, which represented a mean 69% of their overall symptom 
reductions. Hayes et al. asked patients to write narratives about their depression each 
week prior to each therapy session. Interestingly, the authors found more evidence of 
hope in narratives of early rapid responders, than in non-responders’ narratives. 
However, an early response did not predict better outcomes. 
 Haas and colleagues (Haas et al., 2002), found evidence for Ilardi and 
Craighead’s assertion that early improvement occurs prior to the effective 
implementation of specific techniques. Haas et al. investigated the response of 147 
college student patients seeking services for a range of issues. Treatment resembled real 
world conditions, with therapists practising a range of non-manualized approaches. 
They defined an early response in terms of ‘expected change’ from a set of large norms 
derived from actuarial data on more than 10,000 patients. The period investigated was 
between intake and after the third session. Because they found patients classified as 
rapid responders after only 3 sessions benefited from significantly better outcomes at 
both termination and at a 24-month follow-up, they concluded that many patients may 
show a substantial response to treatment so early that it is difficult to attribute these 
symptom changes to the active ingredients of psychotherapy. However, their sample 
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may not be representative of the population, and the therapists’ use of techniques was 
not monitored. Nevertheless, this is compelling support for non-specific factors in a 
rapid response to psychotherapy, a finding that may explain the therapeutic generality of 
this phenomenon.  
In a similar vein to the implications of Vittengl et al. (2005), who found sudden 
gains in a placebo condition, which suggests that sudden gains may be the product of 
factors outside of therapy, evidence that a more early recovery from depression might be 
mediated by extra-psychotherapeutic factors comes from an investigation into the speed 
of recovery from a major depressive episode among 112 untreated married men and 
women (McLeod et al., 1992). More than 40% of responders had recovered by the end of 
the 5
th
 week, with recovery rates being progressively lower as time passed
11
. McLeod et 
al. found greater perceived social support, namely spouses’ warmth and compassion for 
their partner’s condition, predicted a more rapid recovery.  Depressed individuals whose 
spouses did not report these feelings recovered more slowly and reported more conflicts 
with friends.  As observed in clinical research (Anderson & Lambert, 2001; Howard et 
al., 1986), the overall shape of the recovery curve reflected the highest rates of recovery 
in the early stages, which progressively slows as time goes on. McLeod et al.’s findings 
are compelling because, although the aetiology of depression has genetic, biological, 
shared and non-shared familial origins (Barlow, 2002; Bierut et al., 1999; Plomin, 1990), 
others (Brown and Harris, 1978; Foster & Caplan, 1994; Klerman, Weissman, 
Rounsaville, & Cheveron, 1984; Rowe, 1978; Weissman, Markowitz, & Klerman, 2000) 
view vulnerability to depression and psychopathology as resulting from interpersonal 
problems. For instance, research suggests lower perceived social support (Johnson et al., 
1999; Joiner, 1997; Roberson & Lichtenberg, 2003; Sherbourne, Hays, & Wells, 1995), 
the avoidance of intimacy for fear of rejection (Reis & Grenyer, 2004a; 2004b) and a 
greater amount of interpersonal conflicts (Grenyer, 2002) may jointly precipitate 
depression and influence its recovery.   
 
1.5  Personality 
Personality has not yet been investigated in the context of a sudden (or a rapid) response 
to psychotherapy. Yet, in a recent comprehensive review which examined a broad range 
                                                 
11
 Note: Despite this being an untreated sample, these findings are consistent with sudden gains findings, 
including the average session at which most sudden gains occur (i.e., Sessions 5 to 6) and the more 
positive outcomes of early (cf. late) sudden gainers (e.g., Busch et al., 2006; Kelly et al., 2005; Lutz et al., 
2007). 
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of peer-reviewed manuscripts relevant to personality and depression, Bagby, Quilty, and 
Ryder (2008) concluded that elevated levels of neuroticism may be a negative 
prognostic indicator for psychotherapy (but not pharmacotherapy). In contrast, they 
found an elevated level of agreeableness to be a positive prognostic indicator for 
psychotherapy, particularly for psychotherapies of an interpersonal orientation, and 
suggested that psychotherapy should be preferred for those high in this trait (Bagby, 
Quilty, Ryder, 2008).  
However, Blom et al. (2007) investigated the utility of personality factors in 
predicting outcomes among 193 patients with major depressive disorder (MDD) who 
were randomly assigned to 12 – 16 weeks of either nefazodone, nefazodone in 
combination with IPT, IPT in combination with placebo, and IPT alone. Personality was 
assessed using the NEO-FFI (Costa & Mccrae, 1992), which measures five dimensions 
of personality. They found that severity and duration of the depressive episode, but not 
personality factors, predicted outcome in the short-term treatment of MDD. This calls 
into question the suggestion of Bagby et al. (2008) about neuroticism and agreeableness 
being best suited to pharmacotherapy and interpersonal psychotherapy, respectively, 
because neither trait significantly predicted outcomes in either condition (Blom et al., 
2007). However, according to an earlier review (Mulder, 2002), whenever any positive 
predictive value for dimensions of personality has been found, it was found in trials 
longer in duration than Blom et al. (2007). This is evidence to suggest that the role of 
personality remains to be well understood in the context of a sudden (or a rapid) 
response to psychotherapy for depression.  
 
1.6 Interpersonal Experiences Patients Bring to Therapy 
Attachment theory (Ainsworth, Blehar, Waters, & Wall, 1978), based on the seminal 
work of John
 
Bowlby (Bowlby, 1969), encompasses a theory of interpersonal and 
personality functioning that offers an explanation for an individual’s vulnerability to 
depression.  The theory proposes four internal ‘working models’ of the self and others, 
which develop in every individual based on early relationship experiences with parents
 
and / or caregivers.  These working models are transposed into adult relationships 
(Bartholomew, 1997).   
According to Bartholomew and Horowitz (1991), secure attachment typifies a 
positive view of the self and others, and comfort with close relationships.  In contrast, 
insecure attachment styles (fearful / avoidant, dismissive, and preoccupied) may increase 
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an individual’s vulnerability to depression (Hortacsu, Cesur, & Oral, 1993).  For 
instance, adults with a dismissing attachment style generally have
 
experienced caregivers 
or parents as consistently emotionally
 
unresponsive (Bifulco, Moran, Ball, & Lillie, 
2002; Reimer et al., 1996).  They become compulsively self-reliant and as a result
 
may 
try to avoid the collaborative relationship necessary
 
for treatment (House, Landis, & 
Umberson, 1988; Lesserman et al., 2000), or positive interpersonal ties essential for 
health (Hammen et al., 1995).   
On the other hand, positive personal and interpersonal working models 
characteristic of secure attachment may result in more happiness, more rewarding 
relationships (Mickelson, Kessler, & Shaver, 1997), and may reduce susceptibility to 
depression (Hortacsu et al., 1993; Rice & Mirzadeh, 2000). This may translate to an 
increased chance of recovery from depression. For instance, Saatsi and colleagues 
(Saatsi, Hardy, & Cahill, 2007) found that those with a more secure attachment style 
experienced the greatest proportion of reliable clinical change among 97 patients treated 
with CBT. Interestingly, this association was mediated by the therapeutic alliance.  
Additional evidence suggests insecure and negative working models may underlie 
an individual’s vulnerability to depression. For instance, Reis and Grenyer (2002) found 
both the preoccupied and fearful-avoidant attachment styles predicted depressive 
experiences among a mildly depressed university student sample. Similarly, Roberts, 
Gotlib, and Kassel (1996) observed elevated levels of depression among participants 
afraid of abandonment, anxious about the prospect of being unloved, and perceiving 
others as unavailable in times of need. Likewise, Carnelley and colleagues (Carnelley et 
al., 1994) found depressed individuals were characterised by greater preoccupation and 
fear / avoidance in their relationships than non-depressed controls. In the context of a 
rapid response, the work of Beretta et al. (2005) is particularly noteworthy because they 
found that patients with highly cold and socially avoidant patients were less likely to 
respond rapidly to a short-term dynamic therapy. By extension, it would appear that 
attachment style is an example of one patient variable that may help understand 
vulnerability to depression and differential responses to treatment. 
Interpersonal conflicts can disrupt relationships and can also precipitate 
depression (Brown and Harris, 1978; Fincham & Bradbury, 1993; Foster & Caplan, 
1994; Klerman, Weissman, Rounsaville, & Cheveron, 1984; Rowe, 1978; Spangler, 
Simons, Monroe, & Thase, 1996; Weissman, Markowitz, & Klerman, 2000).  For 
instance, Gotlib and Beach (1995) found relationships typified by high conflict and low 
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levels of emotional support are particularly important in generating depression.  In the 
context of psychotherapy, a high ratio of defensive behaviours to total patient activity 
has been found to predict poorer outcomes in patients receiving brief psychodynamic 
psychotherapy (Taurke et al., 1990). Similarly, Crits-Christoph and Luborsky (1998) 
investigated the relationship between the high prevalence of maladaptive and core 
conflictual relationship themes (CCRTs) in patient narratives (i.e., CCRT 
pervasiveness) and symptom reductions in dynamic psychotherapy.  They found that 
CCRT pervasiveness decreased over the course of treatment, and these decreases were 
significantly correlated with symptom reductions (Crits-Christoph & Luborsky, 1998).   
Evidence also suggests patient’s pre-existing interpersonal characteristics inhibit 
the formation of an early helping alliance in both CBT and SE therapy. Connolly-
Gibbons et al. (2003) found pre-treatment hostile-dominant interpersonal problems 
significantly predicted a poorer therapeutic alliance at sessions 2 and 10, across both 
therapeutic modalities.  This finding is compelling because a more positive therapeutic 
alliance has been demonstrated to predict better treatment outcomes (Krupnick et al., 
1996; Muran et al., 1995; Meyer et al., 2002). In sum, research suggests interpersonal 
conflicts can increase the chance of depression and may even slow its amelioration via 
psychotherapeutic processes.   
Interestingly, Grenyer and Luborsky (1996) suggest that successful dynamic 
treatments foster a patients’ capacity for interpersonal mastery, defined as self-
understanding and self-control in the context of interpersonal relationships. Essentially, a 
high level of interpersonal mastery allows an individual to connect past maladaptive 
ways of managing interpersonal conflicts with difficulties faced in current situations. 
Preliminary investigations have found that higher levels of interpersonal mastery at the 
beginning of treatment predict more positive therapeutic outcomes (Grenyer, 2002; 
Grenyer & Luborsky, 1996). Interpersonal mastery has also been investigated in sudden 
gains. Grenyer and colleagues found higher levels of early interpersonal mastery at a 
trend level among sudden gainers in early stages of treatment, which had increased 
significantly (cf. non-gainers) by the end of treatment (Grenyer, Comninos, & Luborsky, 
2006)
 12
.One possibility is that patients higher in interpersonal early mastery were more 
likely to experience sudden gains, which in turn led to increases in interpersonal mastery 
observed in late stages of treatment. However, a replication of this study is necessary 
                                                 
12
 Patients were drawn from Luborsky et al. (1996), the sudden gain sample studied by Tang et al. (2002). 
However, unlike Tang et al., both sudden and non-sudden gainers were compared. 
 26 
because sudden gainers only had proportionately (but not-significantly) greater levels of 
early interpersonal mastery than non-gainers.  
In sum, there is ample evidence to suggest that attempts at understanding the 
determinants of an early (or rapid) response to psychotherapy might be advanced by 
considering the roles of patient attachment style, interpersonal problems (such as 




Study 1: Predicting In-Session Depression Outcomes 
 
Despite the long-term benefits for patients who experience an early response in their 
recovery from depression, only one rapid response study has investigated the influence 
of interpersonal problems on the speed of recovery to psychotherapy (Beratta et al., 
2005). Yet, numerous additional interpersonal characteristics have been found to 
influence a patient’s susceptibility to, and recovery from, depression. Interpersonal 
factors including poor social support (Brown & Harris, 1978; Robertson & Lichtenberg, 
2003), insecure attachment styles (Carnelley, Pietromonaco, & Jaffe, 1994; Reis & 
Grenyer, 2002; Saatsi et al., 2007), and relationship conflicts (Crits-Christoph & 
Luborsky, 1998; Gotlib & Beach, 1995), have been shown to precipitate depression and 
predict a poorer treatment response.   
Evidence also suggests pre-existing interpersonal problems may inhibit the 
formation of a helping alliance. Connolly-Gibbons and colleagues (Connolly-Gibbons et 
al., 2003) found pre-treatment hostile-dominant interpersonal problems were associated 
with poorer therapeutic alliances at both sessions 2 and 10. This finding is compelling 
because one of the most consistent findings is that a strong alliance contributes to more 
positive treatment outcome across a range of different treatment modalities (Krupnick et 
al., 1996; Muran et al., 1995; Meyer et al., 2002). Similarly, preliminary investigations 
indicate lower levels of interpersonal mastery at the beginning of treatment, defined as 
self-understanding and self-control in the context of interpersonal relationships, predict 
less positive therapeutic outcomes (Grenyer, 2002; Grenyer & Luborsky, 1996). 
Together, these studies suggest interpersonal discord can increase the chance of 
depression and may influence the course of its recovery. 
 
2.1 Aims  
Accordingly, the purpose of Study 1 was to identify the determinants of an early 
response to psychotherapy by considering the roles of patient attachment style, pre-
existing interpersonal problems, and interpersonal mastery. Like Ilardi and Craighead 
(1994), Study 1 will limit its focus to symptom changes occurring during the first six 
sessions. The method for early response classification draws on the criteria outlined by 
Beckham (1989), who defined a rapid response as a reduction of at least 50% of 
patients’ intake BDI symptoms by Session 6.  
 28 
Considering the evidence-base for the negative influence of interpersonal 
problems on both therapy process and outcome, it was hypothesised that despite there 
being no difference in pre-treatment symptoms between patients classified as early 
responders and more gradually responding patients, early responding patients would be 
characterised by fewer interpersonal problems. That is, patients presenting with greater 
interpersonal problems rather than depressive symptoms, per se, will respond more 
gradually to therapy. Second, it has been suggested that an early response also may 
indicate a better “fit” between patients and therapists and may reflect the positive effects 
of the working alliance (Haas et al., 2002). In contrast, weakened alliances are correlated 
with dropouts, suggesting addressing ruptures in alliance could relate to less successful 
therapy (Henry, Schacht, & Strupp, 1990; Safran, & Muran, 2002; Samstag, Muran, 
Safran, 2004). Therefore, in order to examine this suggestion, both patient and observer 
measures of working alliance were included. It was anticipated that early responding 
patients would report a better early working relationship than patients whose response 
was more gradual.  
 
2.2 Method 
2.2.1 Data Source  
Participants were initially 92 adult outpatients (57 women, 35 men; mean age 45 
years) with a primary DSM-IV diagnosis of major depression (APA, 1994). 
Psychotherapy was conducted at the University of Wollongong’s Northfields Clinic, 
which is an outpatient clinic that provides services to the local Wollongong community. 
Wollongong is situated one hour south of Sydney, Australia, with a population of 
approximately 250,000. Participants gave written informed consent to participate in the 
research following Institutional Review Board approval of the study. The following 
comorbid diagnoses were excluded: current substance dependence, schizophrenia or 
other psychotic disorder, bipolar disorder, obsessive-compulsive disorder, eating 
disorder, organic brain disorder or serious medical conditions (e.g., cancer). Prior to 
acceptance into the clinic, patients were assessed using the Structured Clinical Interview 
of the DSM-IV (SCID-1 and SCID-2; First, Spitzer, Gibbon, & Williams, 1997). 
Assessments were conducted independently by an experienced trained clinical 
psychodiagnostician.  
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Participant Selection.  Thirty patients were excluded because 19 were without 
data for the 6
th
 session, 4 were missing both termination and follow-up data, and 7 
began treatment with an intake BDI score of ≤ 15. Following the now commonly 
accepted BDI data requirements of Tang and DeRubeis (1999b), these prohibitions 
removed patients with limited symptom data, who had received either little treatment or 
had dropped out, as well as those who were only mildly depressed at the time of the first 
session (to ensure there was opportunity for large symptom improvements preceding 
remission).  The effect of this selection process resulted in a total Study 1 sample of N = 
62 patients (35 women, 27 men; mean age = 44.90 years, SD = 12.07 years). As 
presented in Table 1, the selection criteria did not favour the characteristics of any 
patient in terms of mean age, education, clinical impairment or diagnostic severity (p 
>.05, two-tailed). Demographical and clinical characteristics of the N=62 patients 




Table 1              
A Comparison of the Excluded (n = 30) and Retained Patients’ (N = 62) Characteristics at Intake 
   Excluded   Retained     
Mean intake score  n Mean SD   n Mean SD   T df p 
Age 30 45.20 13.17  62 44.90 12.07  0.11 90 0.91 
Years educated 29 14.24 4.18  62 13.31 2.88  1.24 89 0.22 
Intake BDI 30 25.60 11.09  62 26.76 6.86  -0.62 90 0.54 
Intake HRSD 30 23.90 5.05  62 23.48 4.49  0.40 90 0.69 
Intake GAF 30 49.43 10.21  62 51.60 7.90  -1.12 90 0.27 
              










Rank    Z p   
Intake MDD
a
 30 45.75 1373  62 46.86 2906  -1.93 0.85  
Number of personality disorders
b
 17 36.18 615  59 39.17 1474  -0.52 0.60  
Number of hospitalisations
c
 29 50.81 2311   62 43.75 2713   -1.50 0.13  
Note. BDI = Beck Depression Inventory; HRSD = Hamilton Rating Scale for Depression; GAF = Global Assessment of 
Functioning; MDD = the number of DSM -IV criteria met for a major depressive disorder diagnosis (American Psychiatric 
Association, 1994). 
a, b, c  Wilcoxon rank sum tests were used because raw data for these variables essentially represented ranks, evidencing extremely 
positively skewed distributions. 
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Table 2   
Demographic and Treatment Variables of Sample Investigated (N = 62) 
Variable % 
Gender    
 Females 65.46 (35/62) 
 Males 43.55 (27/62) 
Relationship status   
 Single  14.52 (9/62) 
 Married 45.16 (28/62) 
 Separated or divorced 27.42 (17/62) 
 Widowed 1.61 (1/62) 
Current Relationship (at least 6 months in duration) 56.45 (35/62) 
Currently employed 40.32 (25/62) 
Previously hospitalised (for mental health issue) 24.19 (15/62) 
History of familial psychiatric illness 51.61 (32/62) 
Sought previous psychotherapy for depression 75.81 (47/62) 
Previous course of antidepressant medication 69.35 (43/62) 
Comorbid personality disorder diagnosis 58.06 (36/62) 
Depression met DSM-IV criteria for Dysthymia 64.52 (40/62) 
Depression met criteria for treatment resistance
a
 46.77 (29/62) 
Note. N = 62. aTreatment resistance was defined as a failure to respond to two adequate courses 
of antidepressant treatment (Helmchen, 1993; Thase & Rush, 1995). 
 
 
Psychotherapy. Supportive-expressive dynamic psychotherapy (SE; Luborsky, 
1984) is a well-known, time-limited, relationship-oriented analytic therapy. Treatment 
consisted of 16 weekly sessions (i.e., one session per week) of a specific manualised 
time-limited version of SE for depression (Luborsky et al., 1995), which has received 
empirical support (Crits-Christoph & Connolly, 1998). Psychotherapists included 10 
doctoral level clinical psychologists comprehensively trained in the SE treatment's 
implementation. Additionally, a PhD clinical psychologist with an extensive 
background in short-term SE dynamic psychotherapy provided weekly supervision to 
each therapist and monitored adherence to SE psychotherapy using audiotapes and 
rating scales.  
 
2.2.2 Measures 
Beck Depression Inventory. The Beck Depression Inventory (BDI; Beck et al. 
1961) is a 21-item, forced-choice self-report scale of somatic and cognitive depressive 
symptom intensity. Scores below 10 are thought to indicate no depression, scores from 
10 to 19 indicate mild depression, scores from 20 to 29 indicate moderate depression, 
and scores of 30 or above indicate severe depression (Kendall et al. 1987). The 
psychometric properties of the BDI are well documented. Beck, Steer, and Garbin (1988) 
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demonstrated an average internal consistency coefficient of r = .86 across seven studies 
of psychiatric patients. In the current investigation, the BDI was administered at intake 
and during treatment, at sessions 3, 6, 9, 12, and 16 (termination), and at 12-month 
follow-up.  
Hamilton Rating Scale for Depression (HRSD). The HRSD (Hamilton, 1960) is 
an established observer-rated measure of depressive severity (Rabkin & Klein, 1987). 
The HRSD 17 item version herein used was designed to evaluate severity of depression 
in terms of depressed mood, and cognitive and vegetative symptoms of depression. Total 
scores range from 0 (no symptoms) to 52 (severe symptoms). Scores less than 7 typically 
indicate symptom remission (Shelton et al., 2001).  
Global Assessment of Functioning (GAF). The GAF essentially represents an 
observers’ judgement of an individual's overall level of adaptive psychological, social, 
and occupational functioning. GAF scores range from 1 to 100 and the respective ranges 
for this scale can be found in the DSM-IV (i.e., Axis V criteria). GAF information 
facilitates measuring symptom severity (Kopera, 2002), treatment impact, and the 
prediction of patient outcomes (Luborsky et al., 1996). In the current investigation, both 
GAF and HRSD ratings were made at intake and during treatment, at sessions 6, 16 
(termination), and at 12-month follow-up by an independent diagnostician.  
Relationship Questionnaire (RQ). The Relationship Questionnaire 
(Bartholomew & Horowitz, 1991) is a self-report measure containing four brief 
paragraphs each descriptive of Bartholomew and Horowitz's four attachment styles 
(secure, fearful, preoccupied, and dismissive). Participants rate on a scale of 1 ('not at 
all like me') to 100 ('very much like me') the extent to which they correspond to each 
statement-prototype. Each subscale of the RQ corresponds in the expected direction 
with measures of self-concept and sociability, and has acceptable convergent validity 
with other attachment measures including family ratings and structured interviews, 
correctly categorising 92% of cases (Bartholomew & Horowitz, 1991). Recent 
research (Reis & Grenyer, 2002) reveals highly significant associations between RQ 
prototypes and the four attachment subscales of the Relationship Scales Questionnaire 
(Griffin & Bartholomew, 1994). The RQ was administered at therapy intake in the 
current study. 
Interpersonal Mastery. Grenyer (2002) defines interpersonal mastery as “the 
development of self-control and self-understanding in the context of interpersonal 
relationships” (p.4). The Mastery Scale-I (Grenyer, 2002) is a comprehensive research 
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tool for analysing transcribed narrative clauses for mastery indicants. A reliable and 
well-validated measure (Grenyer & Luborsky, 1996), the scale consists of 23 categories 
of self-understanding and self-control related to 6 levels of interpersonal mastery. 
Mastery scores of 5 to 6 reflect an awareness of one's personality patterns and adequate 
emotional self-control over interpersonal conflicts. Lower levels of mastery (scores 1 
and 2) indicate the result of failures of interpersonal mastery, such as a general 
impairment in self-awareness and a loss of control in interpersonal functioning. The 
Mastery Scale was applied to audio-taped transcripts of narrative clauses from patients’ 
intake interviews, using the 5-minute speech sample method (Grenyer 2002). Two 
clinical psychologists were trained in scoring the scale. Inter-rater reliability for Mastery 
Scale ratings was r = .83 and as such, judge’s scores were pooled. 
Inventory of Interpersonal Problems (IIP-64). The IIP-64 (Alden et al., 1990) is a 
64-item circumplex version of the 127-item IIP (devised by Horowitz et al., 1988), 
designed to assess interpersonal functioning and distress from interpersonal problems. 
Items concern behaviours that are 'hard to do' and behaviours that are 'done too much'. 
The 64-items form eight subscales of interpersonal problems: Vindictive, Domineering, 
Exploitive, Socially Avoidant, Intrusive, Non-assertive, Cold, and Overly Nurturant, 
which combine to form an overall functioning score. Paivio and Bahr (1998) report a 
test-retest reliability of between .89 and .98; Cronbach's alpha ranges from .89 to .94. IIP 
assessments were made at intake in the current study. 
Working Alliance Inventory (WAI). The WAI (Horvath & Greenberg, 1989) is 
a 36-item self-report inventory based on Bordin’s (1979) model of the therapeutic 
alliance. The WAI consists of three subscales (Bond Development, Goal Agreement, 
and Task Agreement) plus an overall alliance index. Horvath and Greenberg reported 
estimated Cronbach alphas ranging between .87 and .93. Meta-analyses of 24 studies 
(Horvath & Symonds, 1991) found a moderate reliable positive association between 
patient-perceptions of working alliance and therapy outcome. Patients (WAI-C) and 
therapists (WAI-T) in the current study completed the WAI at Session 3 and 16.  
The following client characteristics were included to rule out alternate 
explanations: 
Diagnostic and Demographical Factors. To assess if diagnostic and 
demographical characteristics differed between ERR and non-ERR patients, intake 
variables identified in the literature review as potentially salient in the treatment of 
depression were examined.  Diagnostic factors included an assessment of depression 
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chronicity (i.e., whether each patient’s depression met the criteria for dysthymia, a 
comorbid personality disorder, or a treatment resistant diagnosis)
13
.  Demographical 
variables included age, gender, relationship, and employment status.  
The Impact of External Events. Following the completion of each patient’s 
treatment, therapists made ratings of the extent to which they felt the impact of external 
events impeded therapy progress (See Appendix B). Hardy et al. (2005) included a 
similar measure to rule out the impact of ‘life events’ (‘good and ‘bad’) on the speed of 
patients’ recovery and found no differences between sudden gainers and non-gainers, 
suggesting that therapy was driving their observation of sudden gains. 
 
2.2.3  Procedure  
 Following the methodology of Beckham (1989), the current study will consider 
an early rapid response (ERR) as having occurred whenever a patient experienced a 
reduction of at least 50% of their intake BDI score by Session 614. After identifying ERR 
and non-ERR patients, the acute and long-term effects of this recovery pattern will be 
examined.  Following this, the impact of the interpersonal and alliance variables will be 
investigated.  Differences between ERR and non-ERR patients on the working alliance 
(WAI) and symptom measures (HRSD and GAF) will be assessed via independent t-
tests, and multi-level modelling (BDI). Similarly, differences between patients’ 
interpersonal awareness, interpersonal functioning, and relationship styles will be 
assessed using independent t-tests, comparing ERR and non-ERR patients. Where 
applicable, separate odds ratios will be calculated to investigate the relationship between 
the presence of an ERR and each of the intake demographic and diagnostic 
characteristics. Unless otherwise stated, all analyses will be performed with a two-tailed 
alpha of .05.  
 
                                                 
13
 Treatment resistance was defined as a failure to respond to two adequate courses of antidepressant treatment (Helmchen, 1993; 
Thase & Rush, 1995).  
14
 Although the terms ‘early-’ and ‘rapid-’ response are used interchangeably by researchers, the phrase ‘ERR’ was chosen to in the 
present study to convey that rapid change had occurred in early therapy sessions. That is, an ERR is a rapid response that occurs 




2.3.1 Identification of an ERR  
Thirty-seven percent of patients (23/62) experienced an ERR. The mean BDI 
magnitude of the symptom reductions achieved by ERR patients at Session 6 was 18.61 
(SD = 7.60), which accounted for an average 96.13% (18.61/19.48) of their entire 
symptom reductions (Figure 2). By comparison, non-ERR patients had achieved an 
average symptom reduction of only 4.59 BDI points, or 18% (4.59/25.85). It should also 
be noted that the magnitude of the BDI difference in intake to post-treatment scores 
among ERR patients (19.48) is almost identical to the average magnitude of the rapid 



























































Figure 2. Comparison between mean Beck Depression Inventory (BDI) symptom ratings 
of early rapid response (ERR) and non-ERR patients at each session (week) interval.  
Note. Vertical lines depict standard errors of the means. Week 0 = Intake into 
psychotherapy; Week 16 = Termination of psychotherapy; Week 52 = 12 month follow-
up evaluation.  
*
p. ≤ .05. 
 
 
 At intake, there were no detectable differences between ERR and non-ERR 
patents in terms of symptom severity or general functioning (Table 3). A series of 
independent t tests (a data analytic technique commonly used in sudden gain research) 
were performed at each assessment interval in order to examine more closely these 
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effects. As predicted, these analyses established that ERR patients reported 
significantly lesser mean BDI symptoms at each assessment and this pattern was also 
found for the clinician-rated measures of depression and global functioning (Table 3). 
Multilevel modelling (using SPSS-16 Linear Mixed Models; SPSS, 2007) was used to 
assess whether BDI changes across time differed between ERR and non-ERR patients. 
Where applicable, the covariance structure for the residuals was specified as ante-
dependant, and the fixed effects were ‘time’ and ‘ERR’. This analysis indicated a 
significant interaction effect for ERR*Time F(1, 236) = 4.44, p. = .036. An 
investigation of the parameter estimates (pe) indicated a statistically significant 
reduction in BDI scores over time (pe = -2.136, df = 236, t = -2.107, p. = .036).  
 
Table 3 
Symptomatic Severity between ERR and non-ERR patients at Intake, Week 6, Week 16*, and Week 52. 
  ERR patients  Non-ERR Patients     
    N M   N M   t df Sig. (2-tailed) 
BDI            
 Week 1 23 28.30 (7.74)  39 25.85 (6.20)  1.374 60 0.17 
 Week 6 23 9.70 (3.46)  39 21.26 (7.82)  -8.002 57 0.00 
 Week 16 22 8.82 (7.83)  38 16.74 (10.98)  -3.244 55 0.00 
 Week 52 21 10.62 (6.59)  35 16.26 (7.64)  -2.810 54 0.01 
GAF            
 Week 1 23 52.52 (8.81)  39 51.05 (7.37)  0.705 60 0.48 
 Week 6 23 66.96 (10.84)  39 59.21 (9.19)  2.999 60 0.00 
 Week 16 21 72.38 (10.20)  38 64.05 (10.14)  3.013 57 0.00 
 Week 52 21 72.67 (12.01)  35 63.71 (12.39)  2.648 54 0.01 
HAM            
 Week 1 23 23.70 (4.47)  39 23.36 (4.55)  0.283 60 0.78 
 Week 6 23 10.70 (4.81)  39 16.00 (5.82)  -3.687 60 0.00 
 Week 16 20 8.50 (4.83)  38 12.66 (6.60)  -2.485 56 0.02 
  Week 52 21 9.29 (4.71)   35 13.23 (5.72)   -2.659 54 0.01 
Note. ERR = Early rapid response patients; Non-ERR = Non-Early rapid response patients.  
*Patients received 16 sessions of weekly psychotherapy. 
 
2.3.2  Recovery 
Non-ERR patients were significantly more depressed than ERR patients at 
termination, even after adjusting for intake BDI symptom severity, F(1, 60) = 64.31, p. 
= .001.  Hence, the rates of recovery between ERR and non-ERR patients were 
examined. Recovery was defined as a termination session BDI score of 10 points or 
less (the criterion used by Elkin et al., 1989, Hollon et al., 1992, and Tang & 
DeRubeis, 1999b. Using this criterion, 74% (17/23) of ERR patients recovered by 
Session 16.  On the other hand, only 33% (13/39) of non-ERR patients could be 
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classified as recovered by the treatment’s completion.  A statistically significant 
difference was found between the number of recovered ERR and non-ERR patients, 
X
2
(1, 62) = 9.54, p. = .002. ERR patients were 2.22 times (Odds Ratio = 5.67; 95% CI: 
1.81 - 17.80) more likely to recover than non-ERR patients.  
 
2.3.3  Interpersonal Mastery 
 ERR patients (M = 2.85, SD = .77) had significantly higher Mastery Scale scores 
than non-ERR patients (M = 2.46, SD = .51), t(51) = 2.21, p. = .03, d = .62.  A closer 
qualitative inspection of the Mastery Scale Profile (see Grenyer, 2002) suggested non-
ERR patients were proportionately lower in their discussed interpersonal union (category 
5S), but were higher in their expressions of interpersonal withdrawal (category 2H) and 

































































































































































































































































































Figure 3. Differences in Mastery Scale category frequency between early rapid 
response (ERR) and non-ERR patients.   
Note. Data at 0% indicates no difference between ERR and non-ERR patients in the 
percentage of categories. Negative percentages signify particular aspects of Mastery 
more typical of non-ERR patients. Categories 1A – 3L are dimensions indicative of 
poor mastery, whereas categories 4M – 6W indicate interpersonal awareness, self-
understanding, and self-control (see Grenyer, 2002).   
 
 
2.3.4 Attachment (RQ) 
The difference between ERR and non-ERR patients on the Secure and Fearful 
subscales of the RQ were statistically significant. Patients experiencing an ERR (M = 
 37 
51.42, SD = 31.32) felt more secure than patients who did not (M = 31.82, SD = 
24.15), t(49) = 2.38, p. = .02, and were less fearful or avoidant in their interpersonal 
relationships (M = 47.89, SD = 30.52 vs. M= 66.27, SD = 25.19), t(50) = -2.34, p. = 
.02. Mean differences between ERR and non-ERR patients on the Preoccupied (M = 
45.00, SD = 24.47 vs. M= 48.24, SD = 30.65), and Dismissive subscales (M = 55.26, 
SD = 30.11 vs. M= 48.70, SD = 29.51) did not differ statistically. 
 
2.3.5 Self-Reported Interpersonal Functioning and Style (IIP) 
ERR patients (M = .70 SD = .42) had significantly lower mean scores than 
non-ERR patients (M = 1.00, SD = .69) on the Domineering subscale of the IIP at 
intake, t(50) = -1.73, p. = .04. There were no differences on any other IIP scale. 
 
2.3.6 Therapeutic Alliance 
WAI-C and therapist WAI-T alliance ratings did not differ statistically, between 
ERR and non-ERR groups at both early (Session 3) and late (Session 16) stages of 
treatment, across the three WAI subscales or its overall average (all ps. > .05).  
 
The following variables were included to rule out alternate explanations: 
2.3.7 Demographic Variables 
There were no differences between ERR and non-ERR patients on 
demographical variables (age, gender, relationship, or employment status).  
 
2.3.8 Diagnostic Severity 
ERR patients were .77 times less likely to have a ‘chronic presentation’ (Odds 
ratio = .15; CI = .28 - .84), which included the presence or absence of dysthymia, a 
comorbid personality disorder, or a treatment resistant diagnosis. Yet, when these 
variables were considered separately, all failed to differentiate significantly between 
ERR and non-ERR patients (all ps ≥.05, one tailed).  
 
2.3.9 The Impact of External Events 
 Therapists rating of degree to which external events impeded therapy progress 
did not differ significantly between ERR and non-ERR patients at early middle, or late 
stages of treatment.   
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2.4 Study 1 Discussion 
 
In line with previous research (Beckham, 1989; Fennell & Teasdale, 1987; Gaynor et 
al., 2003; Haas et al., 2002; Hardy et al., 2005; Ilardi & Craighead, 1994; Stiles et al., 
2003; Tang & DeRubeis, 1999b), Study 1 adds support to the notion that recovery from 
major depression can occur rapidly for certain patients, regardless of therapeutic 
modality. In the current research an ERR was observed in a short-term psychodynamic 
psychotherapy.  
In Study 1 an ERR was defined as a reduction of at least 50% of a patient’s intake 
BDI symptom score by Session 6. Study 1 found that 37% of depressed adult patients 
experienced a rapid response to psychotherapy. Although numerous methods have been 
used to classify the speed of early recovery from depression, ERR patients were found to 
occur at rates in line with previous research (29%, Fennell & Teasdale, 1987; 33%, Haas 
et al., 2002), and were found to predict end-of-treatment recovery. A statistical difference 
was found between the number of recovered ERR and non-ERR patients; ERR patients 
were twice as likely to be recovered. Moreover, the early gains made by ERR patients 
were maintained beyond the point of treatment at 12-month follow-up. ERR patients 
maintained their superior early mean improvements on self-report (BDI) and observer-
rated (HRSD; GAF) measures of symptom severity (Table 3). This renders placebo 
explanations insufficient for explaining the rapid response phenomenon.  
Remarkably, the mean reduction by Session 6 accounted for 96% (18.61/19.48) 
of ERR patients’ total BDI improvements. Yet, as early as Session 3, ERR patients had 
achieved an average 50% (9.67/19.36) of their total mean BDI symptom reductions, 
suggesting certain patients were responding exceptionally well in early sessions of SE 
therapy (Figure 2). This result accords with the findings of Ilardi and Craighead (1994) 
who observed that patients treated with CBT experience up to 55% of their entire 
symptom reductions by the third week (or sixth session, as sessions were delivered at a 
rate of two per week).  Likewise, Busch and colleagues (Busch et al., 2007) found that 
early sudden gains accounted for 50% of patients’ total improvement in cognitive 
therapy. Thus, the magnitude of ERR patients’ response at Session 3 was large enough to 
suggest that certain ERR patients may have experienced early sudden gains, which 
would have been evident if sessional symptom data had been available.  
Regarding the interpersonal variables investigated, the current results suggest 
certain patient factors predict early robust symptom reductions, which relate to overall 
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recovery. ERR patients had fewer interpersonal problems and reported feeling more 
secure in their relationships. ERR patients were also characterised by higher levels of 
mastery than non-ERR patients. This result is consistent with research suggesting lower 
levels of interpersonal mastery predict poorer outcomes in psychotherapy for depression 
(Grenyer, 2002; Grenyer & Luborsky, 1996), and preliminary research indicating 
sudden gains lead to higher levels of interpersonal mastery (Grenyer et al., 2006).  
On the other hand, non-ERR patients were found to be generally more fearful in 
their attachment style according to the RQ, and were more socially domineering 
according to the IIP. This accords with the work of Beretta et al. (2004), who found early 
responders in brief dynamic therapy (Gillieron, 1989) showed a more mature defensive 
functioning pattern and fewer interpersonal problems, whereas non-responders were 
characterised by a lack of assertiveness and greater fears concerning intimacy. In 
contrast, patients with a secure attachment style have been found to experience the 
greatest proportion (cf. other attachment styles) of reliable clinical change (Saatsi et al., 
2007).  
In contrast to speculations that an early response may reflect a better patient-
therapist ‘fit’ (e.g., Haas et al., 2002), or the hypothesis that early symptom reductions 
(via sudden gains) may in turn be crucial for increasing later therapeutic alliance, 
leading to a better therapeutic outcome (e.g., Tang & DeRubeis, 1999b; Tang et al., 
2007), no differences in patient- or therapist-rated working alliance were found between 
ERR and non-ERR patients at Sessions 3 or 16. This suggests that an ERR was not due 
to the effects of a superior early therapeutic bond, or the differential satisfaction with 
therapists (cf. De Roten et al., 2004). Although Tang and DeRubeis (1999b) found 
therapeutic alliance increased following sudden gains, their analyses exclusively 
focussed on the alliance ratings of sudden gain patients. Thus, assessing the role of 
therapeutic alliance in the early and late sessions of both ERR and non-ERR patients 
was a unique contribution by the current study. 
Both dynamic (e.g., SE; Luborsky, 1984) and cognitive (e.g., CBT; Beck et al., 
1979) theories consider a positive therapeutic alliance to be important in the mediation 
of symptom change. Considering greater pre-existing interpersonal problems can predict 
poorer ratings of therapeutic alliance in later sessions (e.g. Connolly-Gibbons et al., 
2003), and that a more positive therapeutic alliance can predict better outcomes (Meyer 
et al., 2002), the present findings are compelling because an earlier response to 
 40 
treatment appears to be contingent on fewer pre-existing interpersonal problems, but not 
a superior therapeutic alliance, per se. 
By extension, the results of the current study suggest pre-existing interpersonal 
problems characteristic of non-ERR patients, such as a fear of intimacy (RQ, and 
Mastery Scale), an overly domineering style (IIP), interpersonal withdrawal and 
helplessness (Mastery Scale), may inhibit a patient’s ability to make use of a positive 
working alliance sufficient to experience significant early symptom reductions. In other 
words, despite equivalent ratings of therapeutic alliance, it is possible that due to their 
pre-existing level of interpersonal functioning, non-ERR patients were less able to 
benefit from the early formation of a therapeutic relationship, and were less able to make 
effective use of this relationship over the entire 16 sessions of treatment.  
Demographic and diagnostic variables and the impact of external events were 
examined to rule out alternate explanations for the observed rapid response. In concert 
with findings from sudden gains research, the results from Study 1 indicate that neither 
demographical variables (Kelly et al., 2005) nor external events (Hardy et al., 2005) 
impacted significantly on a patients’ early (or gradual) response. This suggests that either 
pre-existing patient variables or SE therapy, or some combination of the two may be 
driving the observation of a rapid response.  
However, patients with a more ‘chronic’ presentation (having either dysthymia, 
or a personality disorder, or a treatment resistant diagnosis) were less likely to experience 
an ERR. This is consistent with research indicating that increased diagnostic severity 
predicts a poorer response to psychotherapy (Howard et al., 1986; Howard et al., 1993; 
Katon et al., 1994; Klein, Schwartz et al., 2000; Kupfer et al., 1996; Street, 1999). Yet, 
when these variables were considered separately, all failed to differentiate significantly 
between ERR and non-ERR patients. One reason for this may relate to the lack of 
diagnostic variability in the sample, which may not have been sufficient to detect any 
significant differences. For instance, 64.52% of the total sample had dysthymia, 58.06% 
had a comorbid personality disorder diagnosis, and 46.77% had depression meeting the 
criteria for treatment resistance (see Table 2).  
Another plausible explanation is that investigating each variable separately 
reduces the true effect of their combination.  That is, because each variable represents 
only one aspect of chronicity, considering these variables simultaneously offers a more 
accurate account of a patient’s depression. Nevertheless, considering most individuals in 
this sample had chronic symptoms that have been found to predict a poorer response to 
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psychotherapy (e.g., Reich & Green, 1991) and later symptom recurrences (Kupfer, et 
al., 1996; Lin et al., 1998; Reimherr et al., 1998), the robust nature of the ERR observed 
in the current study supports the clinical importance of this newly studied phenomenon.  
 
There are a number of principles regarding recovery that can be extracted from these 
results:  
1) Psychotherapy for major depression is particularly beneficial for certain patients. 
Study 1 found 37% of patients responded more rapidly to short-term dynamic 
psychotherapy than others. 
2) An early response is unrelated to intake symptom severity. Study 1 found no 
statistically significant differences between ERR and non-ERR patients at intake 
on the BDI, GAF, or HRSD;  
3) An earlier response to psychotherapy leads to better end-of-treatment outcomes. 
Study 1 found that ERR patients maintained their early treatment gains were 
significantly less depressed and were more likely to be classified as recovered by 
the end-of-treatment;  
4) Gains made early in treatment are a robust phenomena, ruling out the likelihood 
of a placebo response to treatment. Study 1 found that the early treatment gains 
made by ERR patients were maintained at a one year follow-up, according to 
information from self-report (BDI) and observer-rated measures (GAF and 
HRSD); 
5) Alliance in itself does not sufficiently account for differences between ERR and 
non-ERR patient’s therapy. Study 1 found that there were no differences between 
ERR and non-ERR patients in terms of either Session 3 or Session 16 patient- 
(WAI-C) or therapist- (WAI-T) rated alliance; and, 
6) Patient factors (i.e., pre-existing interpersonal problems) appear to hinder a 
patient’s response to psychotherapy; Study 1 found that non-ERR patients were 
(significantly) lower in interpersonal mastery, were more domineering in their 
interpersonal style, and experienced greater social isolation and attachment fears 
concerning intimacy. 
 
 It is likely that pre-existing interpersonal factors characteristic of non-ERR 
patients, including being less secure and more fearful in relationships, having low levels 
of interpersonal mastery (characterised by interpersonal withdrawal and helplessness), 
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and having a more domineering interpersonal style, coalesce to mitigate a patient’s 
ability to make use of a positive working alliance. In other words, this constellation of 
pre-existing interpersonal factors may impede progress in therapy.  
The results of Study 1 accord with the findings of Beretta et al. (2005) who 
found fewer patient interpersonal problems determined the likelihood of a rapid 
response. Thus, given the therapeutic generally of both sudden gains and a rapid 
response, there is compelling evidence to suggest that pre-existing patient factors, vis a 
vis how these play out within the therapeutic context, may be more worthy of 
investigation in process research than the study of discrete factors such as cognitive 
change (e.g., Tang & DeRubies, 1999b). Accordingly, in the context of these findings, 
this thesis will now turn its focus to the analysis of psychotherapy processes preceding 





Study 2: An Analysis of the Interior of Early Sessions 
 
Despite the efficacy of psychotherapy for depression, surprisingly little research exists 
capable of shedding light on the mechanisms of action producing therapeutic change. 
Psychotherapy outcome studies tend to conceptualise outcome only in terms of a 
reduction in symptoms. Yet, unless the treatment process itself is studied, it is impossible 
to say precisely what factors were associated with improvement (Ablon & Marci, 2004). 
Hence, process research is an attempt to understand why symptom modification has 
occurred (i.e., why the therapy produced its effects). 
To date, only three studies (Andrusyna et al., 2006; Tang & DeRubeis, 1999b; 
Tang et al., 2005) have examined the therapeutic processes behind sudden gains. In 
CBT, Tang and colleagues (Tang & DeRubeis, 1999b; Tang et al., 2005) found 
evidence of more cognitive change in sessions immediately preceding a sudden gain 
(the ‘pregain’ session), than in an earlier session (the ‘pre-pregain’ session), and 
concluded that cognitive changes were driving the sudden gain. However, as already 
discussed, the evidence for their conclusion is weak because their analysis was not the 
product of a comparison between sudden gain and non-sudden gain patients. This leaves 
open the possibility that cognitive changes also occurred in the therapy of non-gainers, 
but did not lead to sudden gains. In other words, it is possible that cognitive changes 
were not responsible for the observed sudden gains. This remains a likely interpretation 
because Hofmann et al. (2006) found no evidence that cognitive change preceded 
sudden gains in CBT for eating disorders. Equally, Kelly et al. (2005) found no 
evidence that patient-reported cognitive change differed between sudden and non-
sudden gainers in CBT for depression
15
. Finally, the recent findings of sudden gains 
among patients in pill placebo and in pharmacotherapy trials (Vittengl et al., 2005), 
conditions both devoid of cognitive change techniques, suggest that some other 
(perhaps) non-specific factor may be driving sudden gains.  
The same methodological criticisms apply to the only SE therapy sudden gain 
process study (Andrusyna et al., 2006), which found evidence of greater therapist CCRT 
interpretation accuracy in sessions immediately preceding sudden gains (cf. levels of 
interpretation accuracy in earlier sessions). However, analogous to the criticisms of the 
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 However, neither of these studies looked at in-session cognitive change, whereas Tang and colleagues 
(1999b; 2005) did. 
 44 
CBT studies, these results were not the product of a comparison between sudden and 
non-sudden gainers’ therapy sessions. This leaves open the possibility that equivalent 
levels of therapist interpretation accuracy may have featured in non-gainer’s sessions 
(but did not lead to sudden gains). Consequently, without showing that either cognitive 
change (in CBT) or CCRT interpretation accuracy (in SE therapy) did not occur in the 
identical sessions of non-gainers, any relationship between these variables and sudden 
gains remains highly inferential. Therefore, to date, there exists no compelling 
investigation of therapeutic processes that compares the sessions of both sudden and 
non-sudden gainers (or rapid and non-rapid responders).  
 
3.1 Measuring Psychotherapy Process 
Rather than studying discrete patient variables, such as cognitive change, more 
comprehensive methods of investigating psychotherapy process are available. One 
example of a potentially useful tool for comparing rapid and gradual responders’ 
therapy process is the Structural Analysis of Social Behaviour (SASB; Benjamin, 1984). 
For example, Henry, Schacht, & Strupp (1990) compared 14 therapists on interpersonal 
process variables in early sessions using the SASB, each of whom saw a ‘good’ (high-
change) and a ‘poor’ (low-change) outcome case. Confirming their earlier research 
(e.g., Henry, Schacht, & Strupp, 1986), their results indicated that both patients and 
therapists in the low change group demonstrated significantly higher levels of 
disaffiliative behaviour, typified by mixed patterns of avoidance, dependence, and 
outright hostility towards each other. In particular, patients in the poor outcome group 
were significantly more watching and managing toward the therapists, more asserting 
and separating, sulking and appeasing, and walling off and avoiding, while being less 
disclosing and expressing. Therapists in the poor outcome group were significantly 
more belittling, blaming, ignoring, and neglecting. In addition, a strong correlation was 
observed between the number of therapist statements that were hostile and controlling 
and the number of their patient's statements that were self-blaming and critical.  
Thus, in preference to simply studying discrete process variables such as 
cognitive change (e.g., Tang & DeRubeis, 1999b), the merit of using a research method 
such as the SASB is that it allows for a closer examination of the interpersonal 
complexities involved in the process of high change and low change cases. The SASB 
also includes a focus on behaviours of both patients and therapists, which should be 
regarded as essential in any sincere attempt at process research given that therapy is a 
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relational enterprise (Petry, Tennen, & Affleck, 2000). However, certain criticisms of 
the SASB include that major aspects of the SASB model remain unvalidated (Costa, 
1994), that its coding system and language have proven too complicated and 
cumbersome for it to have gained widespread application (Wetzler, 2005), and that its 
predictive principles are somewhat refutable because they are unfalsifiable (Holmqvist 
& Armeilusm 2000; Widiger & Canyon, 1994). Nevertheless, the usefulness of a 
process measure such as the SASB, which taps into interpersonal aspects of the 
therapeutic encounter, remains to be explored in the context of a rapid response to 
psychotherapy.  
An alternate method of studying psychotherapy process is the Psychotherapy 
Process Q-Set (PQS, Jones, 1990). The PQS is a pan-theoretical instrument designed to 
provide a standard language for describing psychotherapeutic processes. In comparison 
to the SASB, which is typically applied to the first half of a session (e.g., Henery et al., 
1986; 1990), the PQS is applied to an entire session. Furthermore, whereas the SASB 
has an exclusive focus on interpersonal variables, the PQS has a larger number of items, 
which encompass a broad range of client and therapist behaviours, while maintaining 
items that describe the interpersonal nature of the client-therapist interaction. In contrast 
to criticisms of the SASB (e.g., Costa, 1994; Wetzler, 2005), the PQS is backed by an 
extensive body of research (Albani et al., 2000; Albani et al., 2002; Jones, Parke, & 
Pulos, 1992; Jones, & Windholz, 1990; Jones, 1998; Jones, Ghannam, Nigg, & Dyer, 
1993; Price, & Jones, 1998) in which it has successfully been used to identify and 
compare the precise processes that lead to outcomes across divergent models of 
psychotherapy (Ablon & Jones, 1998, 1999; Ablon, Levi, Katzenstein, 2006; Ablon & 
Jones, 2002; Coombs, Coleman, & Jones, 2002; Jones, & Pulos, 1993; Sirigatti, 2004).   
Essentially, the PQS allows researchers to identify the most and least 
characteristic elements of the process of a given treatment at a specific atheoretical level, 
in order to determine which specific process variables predict a positive outcome (Ablon 
et al., 2006). Its other uses include identifying which prototypical treatment processes 
best characterise a treatment (and its outcomes) in the context of comparisons across 
theoretically disparate orientations (e.g., Ablon & Jones, 1998, 2002; Ablon et al., 2006). 
However, although the PQS has frequently been used both to determine the specific 
processes that predict positive outcomes, and to identify processes that distinguish 
different models of psychotherapy, it has not been used for the purpose of identifying 
process differences in the therapy of rapid and non-rapid responders. Therefore, 
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considering its utility and extensive empirical backing, the PQS was selected as the 
primary process measure for Study 2.  
It is hoped that a more thorough understanding of the specific early 
psychotherapeutic processes leading to a rapid response may ultimately equip clinicians 
with the knowledge necessary to modify a given approach to fit the needs of patients less 
likely to experience an early response. Such knowledge could have a substantial impact 
on the duration and treatment focus of psychotherapy for depression. This would 
ultimately result in economic, ethical, and practical benefits for both patients and the 
wider profession (e.g., Simon, 2003). 
 
3.2 Aims 
Accordingly, the aim of Study 2 was to apply the PQS to an early session to examine 
what happens in therapy that differs between rapid and gradual responders. It is 
anticipated that the specific therapeutic processes that characterise a rapid (and gradual) 
response to psychotherapy will be identified. In sudden gains research, only three studies 
have investigated therapy processes. The methodological shortcomings of these studies 
included a restricted focus on sudden gain patients to the exclusion of non-gainers, and 
the examination of discrete client / therapist process variables, such as cognitive change 
in CBT (Tang et al., 1999b; Tang et al., 2005) and CCRT interpretation accuracy in SE 
therapy (Andrusyna et al., 2006).  In light of these shortcomings, the approach adopted in 
Study 2 is new for three reasons: 
 
1. An analysis of psychotherapy process in the context of a rapid response has not 
been performed and this is therefore entirely original research. Research of this 
nature is invaluable because it will lead to a greater understanding of how 
psychotherapy works (i.e., Why it is ‘working’ and, when it is not working, why 
not?). 
2. Rather than focusing exclusively on discrete client / therapist process variables, 
Study 2 will make use of the PQS, which is a comprehensive and pan-theoretical 
tool with a solid empirical backing. It includes items that focus on both client and 
therapist behaviours, plus items that capture the nature of the interpersonal 
encounter.  
3. By examining and comparing the process of both rapid and non-rapid responders, 
Study 2 offers an improvement over previous sudden gain process studies, which 
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focussed on sudden gainers to the exclusion of non-gainers (e.g., Andrusyna et 
al., 2006; Tang et al., 1999b; Tang et al., 2005). As previously discussed, only by 
comparing both groups of patients can legitimate conclusions be drawn about 
which processes lead to a more rapid (or gradual) response. 
 
3.3 Research Questions 
Since no studies exist that might inform what results to expect from a comparison 
between rapid and non-rapid responders on the PQS, the procedure used in Study 2 is 
both entirely novel and wholly exploratory. Accordingly, rather than a series of ad hoc 
hypotheses, the following research questions were proposed: 
 
1. What specific psychotherapeutic processes characterise and 
differentiate early sessions of rapid and non-rapid responders?  
Although no research exists to guide particular expectations in this area, one 
dimension that has shown some consistency in its influence on alliance and 
outcome is a client’s capacity for interpersonal relating. This dimension can be 
defined in terms of traits associated with poorer outcomes, such as dependency, 
extreme sensitivity, suspiciousness, and outright hostility (Mohr, 1995).  For 
instance, clients with a poor capacity for interpersonal relatedness have been 
found to respond poorly to interpretive interventions in which the context tended 
to focus on the client’s main problems (Piper, Joyce, McCallum, & Azim, 1993). 
Thus, how therapists differentially deal with the level of interpersonal maturity of 
their clients (i.e., their client’s capacities for interpersonally relating) serves to 
influence the way in which therapist strategies interact with client personality 
traits and this may have undesirable implications for outcomes (Binder, & Strupp, 
1997).  
Evidence also suggests patient defensiveness may relate to poorer 
outcomes. Taurke et al. (1990) examined changes in the ratio of 16 patients' 
affective and defensive behaviours during the course of brief psychodynamic 
psychotherapy, via an analysis of videotapes. In the early phase of treatment, 
patients in both groups showed an average of one affective response per five 
defensive responses. However, in the late phase of treatment, patients classified 
as high outcome cases showed a marked shift to one affective response per two 
defensive responses, whereas the ratio of affective to defensive responses among 
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low outcome cases remained the same. Taurke et al. also found a negative 
correlation between good outcome and the ratio of defensive behaviour to total 
patient activity, once again highlighting the role of defensiveness in predicting 
negative outcomes. 
Study 1 found strong interpersonal differences between rapid and non-
rapid responders. Non-rapid responders were significantly lower in interpersonal 
mastery, a variable measuring an individual’s development of self-control and 
self-understanding in the context of interpersonal relationships (Grenyer, 2002). 
In particular, these patients expressed high levels of interpersonal withdrawal and 
low levels of interpersonal union. Similarly, non-rapid responders were less 
secure and more fearful in their attachment styles according to the RQ 
(Bartholomew & Horowitz, 1991). Thus, to the extent that these pre-existing 
interpersonal factors differentiated between rapid and non-rapid responders in 
Study 1, it is anticipated that traits reflecting these interpersonal factors will 
manifest in psychotherapy process differences in each groups’ defensiveness 
(e.g., Taurke et al., 1990) and capacity for interpersonal relating (e.g., Mohr, 
1995).  
  
2. Does observer-rated working alliance differ between rapid and non-rapid 
responders? 
Although the results from Study 1 indicated that there were no differences in 
early patient and therapist ratings of working alliance, the relationship between 
alliance and a rapid response remains unclear. In sudden gains, Tang and 
DeRubeis (1999b) found that observer-rated alliance increased following a 
sudden gain in sudden patients who received CBT. However, Andrusyna et al. 
(2006) found no differences in alliance following sudden gains in SE therapy, nor 
was alliance found to correlate with the magnitude of the sudden gain
16
. Thus, 
while the therapeutic alliance in psychotherapy is generally considered to be the 
most consistent predictor of outcome overall (Krupnick et al., 1996; Muran et al., 
1995; Meyer et al., 2002), its relationship to a rapid response and sudden gains 
(both of which lead to superior outcomes), requires further examination. 
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 It must also be noted that in both studies (e.g., Tang and DeRubeis, 1999b; Andrusyna et al., 2006) 




3. Do early countertransference reactions differ between therapists of rapid 
and non-rapid responders?  
Henry, Schacht, & Strupp (1990) examined interpersonal process variables in 
early sessions and found that both patients and therapists in the ‘low change’ 
outcome cases demonstrated significantly higher levels of disaffiliative 
behaviour, typified by mixed patterns of avoidance, dependence, and outright 
hostility towards each other. In particular, therapists of clients in the ‘low change’ 
outcome group were significantly more belittling and blaming, and were more 
ignoring and neglecting. Similarly, others (Taurke et al., 1990) have observed that 
a high ratio of defensive behaviours to total patient activity predicted poorer 
outcomes in patients receiving brief psychodynamic psychotherapy. By 
extension, it is possible that therapist’s early countertransference behaviours may 




3.4.1 Data Source.  
Data were collected by rating transcribed audio-taped recordings of therapy 
sessions of 20 patients from Study 1 (ERR  = 10, non-ERR = 10), who were matched on 
gender (5 males and 5 females per group) and age. As shown in Table 4, the core 
outcome and patient interpersonal differences identified in Study 1 were retained among 
each patient sub-sample.  
The third treatment session was chosen for transcription and subsequent analysis 
for a number of reasons: Firstly, in order to understand what was occurring in sessions 
prior to the rapid response, the analysis of an earlier session was essential. Study 1 
indicated that ERR patients achieved an average 49.95% (9.67/19.36) of their total 
mean BDI symptom reductions by the third session (Figure 1), suggesting that 
differences in therapy process at Session 3 may be salient and may differentiate between 
rapid and gradual responders. Secondly, symptom data were available for both groups 
of patients at this session. Thirdly, Session 3 represents an extremely early session, but 
one that is arguably less ‘getting to know you’ in nature than either than the first or 
second. Finally, research that has focussed on early sudden gains, has found that sudden 
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gains occurring in the first three sessions have the strongest association with outcome 
(e.g., Busch et al., 2006; Gaynor et al., 2003; Kelly et al., 2005). Similarly, Fennel & 
Teasdale (1987) found early responders emerged by the third session, suggesting early 
change (i.e., changes occurring within the first three sessions) may be particularly 
important.  
 
Table 4.             
Patient Characteristics of the ERR and non-ERR subsample              
  ERR patients   Non-ERR patients         
Variable n Mean SD   n Mean SD   t. df. p. 
Age 10 43.60 11.98  10 41.70 13.83  0.33 18 0.75 
BDI            
 Intake 10 27.40 7.84  10 28.60 5.62  -0.39 18 0.70 
 Session 3 10 21.86 10.29  10 27.56 11.63  -1.02 18 0.33 
 Session 6 10 11.00 3.02  10 23.80 8.57  -4.45 18 0.00 
 Session 9 10 9.38 5.00  10 23.13 7.95  -4.14 18 0.00 
 Session 12 10 8.50 7.25  10 26.43 12.82  -3.40 18 0.01 
 Termination 10 5.80 3.65  10 21.90 10.73  -4.49 18 0.00 
 Follow-up 10 8.50 6.77  10 19.56 7.65  -3.34 18 0.00 
Relationship Questionnaire           
 Secure 10 59.44 27.66  10 33.67 18.40  2.33 18 0.03 
 Fearful 10 41.33 26.65  10 73.33 22.22  -2.77 18 0.01 
 Preoccupied 10 41.11 26.19  10 53.89 33.15  -0.91 18 0.38 
 Dismissive 10 48.33 29.15  10 51.33 34.13  -0.20 18 0.84 
Interpersonal Mastery 10 2.85 0.41   10 2.14 0.47   3.30 18 0.01 
Note. ERR = Early rapid responders; BDI = Beck Depression Inventory.  
p. = .05 (two-tailed). 
 
 
3.4.2 Measures  
Psychotherapy Process Q-Set (PQS; Jones, 2000).  The PQS is a 100-item 
instrument that furnishes a language and rating procedure for the comprehensive 
description, in clinically relevant terms, of the therapist-patient interaction in a form 
suitable for quantitative comparison and analysis. The PQS contains items that describe 
patient attitudes, behaviours and experiences, therapist actions and attitudes, and the 
quality of the patient-therapist encounter (for a brief description of Q-items, see 
Appendix C). After studying the transcripts of an entire treatment hour, a clinical judge 
orders the 100 items, each printed separately on cards to permit easy arrangement and 
rearrangement. The items are sorted into 9 piles on a continuum from least characteristic 
or negatively salient (category 1) to most characteristic or salient (category 9). The 
middle pile (category 5) is used for items deemed either neutral or irrelevant to the 
particular hour being rated (see Appendix D). This fixed distribution of items 
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approximates a normal curve, which permits parametric data analysis
17
.  Two doctoral-
level clinical psychologists scored the transcripts; a third rater was added when 
reliability fell below unacceptable levels (i.e., < .70; Albani, et al., 2002). PQS ratings 
were then aggregated for each session scored. Analysis included a comparison of ERR 
and non-ERR patient’s PQS profiles.  
Beck Depression Inventory (BDI). As described in Study 1, the BDI was used as 
the primary outcome measure. Patients completed the BDI at intake and during 
treatment, at sessions 3, 6, 9, 12, and 16 (termination), and at 12-month follow-up. 
Working Alliance Inventory-Observer (WAI-O; Horvath & Greenberg, 1989). 
The WAI-O is a 36-item self-report inventory based on Bordin’s (1979) model of the 
therapeutic alliance. The WAI-O consists of three subscales (Bond Development, Goal 
Agreement, and Task Agreement) plus an overall alliance index. Observer-rated 
working alliance was rated by two raters for each of the third therapy sessions, totalling 
20 sessions. Average interrater reliability for the WAI-O was r = .85. 
Inventory of Countertransference Behaviour (ICB; Freedman & Gelso, 2000). 
The ICB is newly-designed 21-item measure intended to reflect a specific overt 
manifestation of countertransference (see Appendix E). During its development, all 
items were rated as being at least moderately indicative of countertransference by 
experts in psychodynamic psychotherapy (see Friedman & Gelso, 2000, for more 
details). Raters determine the extent to which a behaviour has occurred in a given 
counselling session using a 5-point scale ranging from 1 (to no extent) to 3 (to a 
moderate extent) to 5 (to a great extent). The ICB contains two factors: Positive and 
Negative Countertransference Behaviours. Three scores are obtained for each session 
scored: A positive countertransference behaviour score, a negative countertransference 
behaviour score, and a total score. Friedman and Gelso (2000) found an alpha 
coefficient of .79 for each subscale. Ligero and Gelso (2002) found that negative 
countertransference was significantly associated with poorer working alliance, on a 
                                                 
17
 Additional reasons for utilizing a fixed distribution resembling a normal curve are provided at length by 
Block (1978), but can be summarized briefly. First, the fixed distribution eliminates certain biases in rating 
procedure; some judges for example, systematically avoid making extreme judgments while others 
dichotomize their judgments into one extreme or the other. Second, the fixed distribution ensures that 
judges will make multiple discriminations among items. By ensuring multiple discriminations, another 
common response bias, the ‘halo’ effect, is reduced; that is, judges cannot simply group together all 
favourable or unfavourable items without making distinctions among them. Third, a distribution with 
relatively fewer items in the extreme categories throws into greater relief the most important features of the 
description; effectively the extreme items receive the greatest emphasis. Finally, if all Q-sorts have the 
same distribution, statistical analyses of the data are greatly facilitated. 
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shortened version of the WAI. The ICB was included because it is a new measure, and 
thus has not received extensive validation. The primary purpose for its inclusion was to 
determine its contribution to understanding the processes of therapy, to evaluate its 




Therapeutic processes were analysed via a systematic analysis of verbatim transcripts, 
comparing the third treatment session of ERR and non-ERR patients. There are 
generally 3 standards of transcription. Level 1 is a very quick transcription that renders 
the main spoken speech; Level 2 is more detailed, with full punctuation, nonverbal 
sounds, difficult to hear passages, stutters and repetitions; and Level 3 involves 
extremely detailed rendering of all non-speech sounds (e.g., tongue clicks, breaths in 
and out). For the purpose of scoring sessions with the PQS, a Level 2 transcription was 
chosen. This was because Level 1 transcriptions provide little information about how 
the words were spoken, and Level 3 transcriptions carry the disadvantage that judges 
may get lost in the detail of the transcription and miss the main communication 
message. For detailed rules and recommendations for transcribing psychotherapy 
samples see Mergenthaler and Stinson (1992). 
Independent ratings of all transcripts (N=20) were completed by two judges who 
were blind to patients’ ERR status. Periodic calibration meetings were conducted to 
correct rater drift. Average interrater reliability for Q-sorts was r = .80 (Spearman-
Brown corrected; range .76 to .86). This surpasses the generally acceptable criterion 
(.70) used to determine acceptable reliability in therapy process and outcome research 
(Orlinsky & Howard, 1986). The independent Q-sort ratings of the judges for each 
transcript were averaged across both raters to obtain one score per Q-item for each 
patient. The therapy process was then compared between ERR and non-ERR patients.  
 
3.4.4 Data Analysis. 
Following a procedure outlined by Jones & Pulos (1993), the first research 
question will be addressed via an exploratory examination of the 10 most characteristic 
and 10 least characteristic PQS items, rank ordered for each patient group. The second 
research question will be addressed via a statistical comparison of the PQS items that 
differ between both groups of patients. This analysis will be performed via two-tailed 
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independent t-tests (e.g. Ablon & Jones, 1999). Finally, correlations of standardised 
residual BDI outcome scores (i.e., controlling for pre-treatment scores) and scores on the 
PQS items will be examined across the entire sample to determine the contribution of 
process items to outcome in SE therapy. Where applicable, individual Q items refer to 
items in the tables; the word reversed (r) indicates that the variables required reflection to 
be oriented comparably in the narrative. To address the third research questions, 
observer-rated working alliance and ICB data will be compared across patient groups 
using independent t-tests. Unless otherwise stated, all analyses will be performed with a 
two-tailed alpha of .05
18
.  
                                                 
18
 Due to the small sample size and the largely exploratory nature of this research, where a more lenient 
alpha level was adopted (e.g., α. = .10, two-tailed), the intent was purely to make the analysis more 





3.5.1 Most and Least Characteristic PQS items  
The most and least characteristic aspects of the therapeutic process were 
calculated using Q-item means. As depicted in Tables 5 and 6, means ranged from a high 
of 8.65 to a low of 3.20 for ERR patients and 8.35 and 3.65 for non-ERR patients 
respectively. For the purposes of highlighting the most descriptive processes, Q-items 
were rank ordered according to their means, in order to identify the 10 most and 10 least 
characteristic items of treatment (e.g., Jones & Pulos, 1993; Ablon et al., 2006). The Q-
item numbers in the text correspond to the items in the table. An ‘r’ (reversed) indicates 
items where content was reversed to maintain narrative consistency. 
Eleven identical items described the early therapeutic processes of both ERR and 
non-ERR sessions. The third therapy sessions of both ERR and non-ERR patients 
(Tables 5 and 6, respectively) were strongly characterised by a patient-directed focus on 
current and recent life events (Q 69). Self-image (Q 35), interpersonal relationships (Q 
63), and physical symptoms such as health (Q 16) were also major themes. Few silences 
occurred during third sessions (Q 12, r), and both groups of patients were active in 
initiating new topics (Q 15, r).  
Therapists of both patient groups were affectively involved (Q 9, r), empathic, 
and were sensitive to patients’ feelings (Q 6). They tended to steer away from pointing 
out patients’ use of defensive manoeuvres (Q 36), and tended not to reformulate the 
patients’ behaviour in ways not previously recognised (Q 82) or draw connections 
between the therapeutic relationship and other relationships (Q100).  
 Although several overlapping items described the early therapeutic processes of 
both ERR and non-ERR sessions, certain differences were evident from these 
exploratory tables: 
ERR patients (Table 5) did not have difficulty beginning the hour (Q 25, r), in 
which they discussed treatment goals (Q 4), and bought up significant issues and material 
(Q 88), such as shame or guilt (Q 71). Therapists of ERR patients (Table 5) were 
supportive (Q 45) and non-judgmental (Q 18). Therapists of ERR patients were also 
tactful (Q 77, r) and tended not to focus on interpreting unconscious wishes, feelings, or 
ideas (Q 67, r). ERR patients were accepting of their therapist’s comments and 
observations (Q 42, r).  
In contrast, non-ERR patients (Table 6) tended to express angry or aggressive 
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feelings (Q 84), and were blaming of others, or external forces for their difficulties (Q 
34). Despite this, non-ERR patients often felt understood by their therapists (Q 14), who 
conveyed a sense of non-judgemental acceptance (Q 18), and steered clear of 
condescending or patronising remarks (Q 51). Therapists of non-ERR patients typically 
validated the perspective of their non-ERR patients (Q 99), and made remarks aimed at 
facilitating their patients’ speech (Q 3).  
 
 
Table 5  
Rank Ordering of Q-Items for ERR Patients (n = 10)   
  PQS item and no.   M 
 10 Most Characteristic items  
69 P's current or recent life situation is emphasised in discussion 8.65
a
 
35 Self-image is a focus of discussion 8.05
a
 
63 P's interpersonal relationships are a major theme 7.95
a
 
71 P is self-accusatory; expresses shame or guilt 7.30 
45 T adopts supportive stance 7.15 
88 P brings up significant issues and material 7.05 
18 T conveys a sense of non-judgemental acceptance 7.00 
16 There is discussion of body functions, physical symptoms, or health  6.90
a
 
4 The P's treatment goals are discussed 6.65 
6 T is sensitive to the P’s feelings, attuned to the P; empathic 6.45
a
 
      
 10 Least Characteristic items  
36 T points out P's use of defensive manoeuvres, e.g. undoing, denial 2.60
a
 
100 T draws connections between the therapeutic relationship and other relationships 2.60
a
 
12 Silences occur during the hour 2.85
a
 
25 P has difficulty beginning the hour 2.95 
9 T is distant, aloof (vs. responsive and affectively involved) 3.00
a
 
15 P does not initiate topics; is passive 3.05
a
 
67 T interprets warded-off or unconscious wishes, feelings, or ideas 3.10 
77 T is tactless 3.10 
82 




42 P rejects (vs. accepts) T's comments and observations 3.20 
 
Note. Average item means (Session 3). The number of treatment hours = 10. ERR = Early rapid response. 
PQS = Psychotherapy Process Q-set; T = therapist; P = patient.  
a






Table 6  
Rank Ordering of Q-Items for non-ERR Patients (n = 10)   
  PQS item and no.   M 
 10 Most Characteristic items  
63 P's interpersonal relationships are a major theme 8.35
a
 
69 P's current or recent life situation is emphasised in discussion 8.25
a
 
35 Self-image is a focus of discussion 7.50
a
 
34 P blames others, or external forces, for difficulties 7.30 
84 P expresses angry or aggressive feelings 7.10 
18 T conveys a sense of non-judgemental acceptance 6.90 
64 Love or romantic relationships are a topic of discussion 6.80 
3 T's remarks are aimed at facilitating P's speech 6.70 
16 There is discussion of body functions, physical symptoms, or health  6.70
a
 
6 T is sensitive to the P’s feelings, attuned to the P; empathic 6.65
a
 
      
 10 Least Characteristic items  








9 T is distant, aloof (vs. responsive and affectively involved) 3.00
a
 
15 P does not initiate topics; is passive 3.05
a
 
12 Silences occur during the hour 3.20
a
 
36 T points out P's use of defensive manoeuvres, e.g. undoing, denial 3.20
a
 
51 T condescends to, or patronises the P 3.50 
70 P struggles to control feelings or impulses 3.55 
99 T challenges P's view (vs. validates P's perspective) 3.60 
14 P does not feel understood by T 3.65 
 
Note. Average item means (Session 3). The number of treatment hours = 10. Non-ERR = Non-early rapid 
Response. PQS = Psychotherapy Process Q-set; T = therapist; P = patient. 
a




3.5.2 Differences in therapy process across both groups 
Nine process differences emerged in direct comparisons between the two groups’ 
third session Q-sorts (Table 7). The effect sizes for these differences on these items was 
large, with Cohen’s d ranging from .84 – 1.45 (Cohen, 1960). Seven of these differences 
related to patient factors, while the remaining two related to therapist techniques.  
Relative to non-ERR patients, it was more characteristic of ERR patients to be 
self-accusatory and to express shame or guilt (Q 71). Equally, it was more characteristic 
of ERR therapists to focus on their patients’ feelings of guilt (Q 22). 
In contrast, non-ERR patients more often blamed others or external forces for 
their difficulties (Q 34). Compared to ERR patients, these patients also tended to be more 
demanding (Q 83), provocative, and testing of the therapeutic relationship (Q 20) and 
they expressed more critical or hostile feelings toward their therapists (Q 1). Non-ERR 
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patients were also more ambivalent or conflicted in their feelings toward their therapists 
(Q 49) and were more concerned or conflicted about their dependence on their therapists 
(Q 8) than ERR patients. However, when disagreements or conflicts arose, therapists of 









Table 7            
Differences Between Q-Item Means for ERR and non-ERR Patients                       
  ERR   non-ERR        
  PQS item and no. M SD   M SD   d.   t p.        
 More characteristic of ERR patients            
71 P  is self-accusatory; expresses shame or guilt 7.30 1.27  5.50 2.07  1.08  -2.34 0.03 ** 
22 T focuses on P 's feelings of guilt 5.65 1.13  4.35 1.29  1.07  -2.39 0.03 ** 
                          
 More characteristic of non-ERR patients            
34 P blames others, or external forces, for difficulties 4.85 1.87  7.30 1.51  1.45  3.22 0.00 *** 
20 P is provocative, tests limits of therapy relationship 4.60 0.70  5.75 1.03  1.33  2.91 0.01 *** 
47 When the interaction is difficult, the T accommodates in an effort to improve relations 4.60 0.74  5.40 0.84  1.01  2.26 0.04 ** 
8 P is concerned or conflicted about his / her dependence on T  4.60 0.81  5.25 0.49  1.00  2.18 0.04 ** 
83 P is demanding 4.95 0.16  5.65 1.06  1.15  2.07 0.05 * 
1 P verbalises negative feelings (e.g., criticism, hostility) toward T 4.60 0.52  5.35 1.23  0.86  1.78 0.09 * 
49 P experiences ambivalent or conflicted feelings about the T 4.45 0.80  5.50 1.70  0.84  1.77 0.09 * 
                          
 
Note.  Endpoints are extremely characteristic (9) and extremely uncharacteristic (1). Significant differences between Q-item means were obtained by two-tailed tests; dfs = 1, 
18. PQS = Psychotherapy Process Q-set; T= therapist; P = patient. d. = Cohen's d (Cohen, 1960). 
*p < .10. **p <.05. ***p <.01  (two-tailed) 
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3.5.3 Process Correlates of Treatment Gains in Supportive-Expressive Therapy 
To determine which Q items at Session 3 were associated with overall patient 
improvement in SE therapy, standardized residuals of BDI outcome and scores on the Q 
items were calculated for the entire sample. Standardized BDI residual scores (the result 
of regressing termination BDI scores on intake BDI scores) were used as an index of 
clinical improvement to ensure that initial severity of symptoms were controlled for 
(e.g., Blatt, Zuroff, Quinlan, & Pilknois, 1996; Zuroff et al., 2000). Although positive 
associations with residuals and the PQS would be represented by negative correlations, 
the polarity of the correlations was reversed to make their interpretability more intuitive 
(i.e., A positive correlation indicates a favourable association with outcome, Table 8). 
As can be seen in Table 8, more favourable outcomes were achieved in SE 
therapy when patients were committed to the work of therapy (Q 73) and were focussed 
on significant issues or material (Q 88), such as shame or guilt (Q 71). A therapist 
approach incorporating supportiveness (Q 45) and reassurance (Q 66) was most strongly 
related to positive outcomes in this sample.  
In contrast, processes that correlate negatively with outcomes in SE therapy 
include patients being demanding (Q 83), expressing hostility toward (Q 1) or 
provoking therapists (Q 20). A difficulty beginning the hour (Q 25) and having 
conflicted feelings toward therapists (Q 8), such as suspiciousness (Q 44) or patient 
concerns about what their therapists think of them (Q 53), were also negatively 
associated with positive outcomes in SE (Table 8).  
Interestingly, of the five Q processes positively correlated with outcome in SE 
therapy, three were identified as describing the therapy of ERR patients in the two 
previous analyses. These include Q 45 and Q 88 (Table 5), and Q 71 (Table 7).  
On the other hand, four of the eight Q processes that correlated negatively with 
outcome in SE therapy (Q 1, 8, 20, and 83), were those previously found to be 
significantly more typical of non-ERR processes in the analysis comparing Q-item 




Table 8    
Process Correlates of Treatment Gains in Supportive-Expressive Therapy (N=20)       
PQS 
No. Item description 
zreBDI 
(r) Sig.  
45 T adopts supportive stance 0.56 0.01 * 
71 P is self-accusatory; expresses shame or guilt 0.54 0.01 * 
73 P is committed to the work of therapy 0.52 0.02 * 
66 T is directly reassuring  0.51 0.02 * 
88 P brings up significant issues and material 0.47 0.04 * 
53 P is concerned about what the T thinks of him or her -0.45 0.05 * 
68 Real versus fantasised meanings of experiences are actively differentiated -0.46 0.04 * 
25 P has difficulty beginning the hour -0.49 0.03 * 
44 P feels wary or suspicious (vs. trusting and secure) -0.52 0.02 * 
1 P verbalises negative feelings (e.g., criticism, hostility) toward T -0.60 0.01 * 
8 P is concerned / conflicted about her dependence on T  -0.65 0.00 * 
20 P is provocative, tests limits of therapy relationship -0.70 0.00 * 
83 P is demanding -0.76 0.00 * 
Note. A positive correlation indicates a favourable association with outcome. PQS = Psychotherapy 
Process Q Set; zreBDI = Standardized Residual for Beck Depression Inventory between intake and Session 
16; P = Patient; T = Therapist.  
*p <.05. (two-tailed) 
 
 
3.5.4 Working Alliance and Countertransference 
A series of independent t-tests were performed to compare ERR and non-ERR 
patients on the WAI-O and ICB. As can be seen in Table 9, no significant differences in 
observer-rated working alliance were found between the two groups, for any of the WAI-
O sub-scales, or its overall score. Similarly, there were no significant differences 
between ERR and non-ERR patients on the negative or positive subscales of the ICB 
(Table 9). Thus, no further analyses were performed.  
 
Table 9         
An Examination of Working Alliance and Countertransference   
  ERR  non-ERR    
    M SD   M SD   df p.  
WAI-O         
 Goals 5.80 0.87  5.03 1.34  18 0.14 
 Task 5.75 0.88  5.16 1.33  18 0.26 
 Bond 6.10 0.59  5.50 1.15  18 0.16 
 Total 5.85 0.77  5.23 1.25  18 0.17 
ICB         
 Negative Subscale 1.65 0.43  1.71 0.58  18 0.80 
 Positive Subscale 1.23 0.16  1.39 0.51  18 0.38 
Note. ERR = Early rapid responders; non-ERR = Non-early rapid responders. WAI-O = 
Working alliance inventory, Observer rated version (Horvath & Greenberg, 1989). ICB = 
Inventory of countertransference behaviour (Freedman & Gelso, 2000).  
p <.05. (two-tailed). 
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3.6 Study 2 Discussion 
 
The aim of Study 2 was to determine the specific therapeutic processes leading 
up to a rapid (or gradual) response. Accordingly, the PQS was applied to the third 
sessions of both ERR and non-ERR patients to examine what differed early in therapy 
between rapid and gradual responders. Study 2 also included an analysis of observer-
rated working alliance and countertransference differences between rapid and non-rapid 
responders.  
Most and Least Characteristic PQS items. Results from the exploratory analysis 
of psychotherapy process (Table 5 and 6) indicated that ERR and non-ERR patients 
were functioning at different levels. ERR patients were goal-focused, beginning the 
hour with ease, which included a discussion of significant issues that involved touching 
on troublesome emotions, such as shame or guilt. This suggests that by Session 3, ERR 
patients were more owning and accepting of their problems and may have been more 
actively participating in their therapy than non-ERR responding patients, who more 
typically expressed anger and blamed external forces for their difficulties.  
This exploratory analysis also indicated that there were several overlapping 
processes between the groups. On the one hand, a certain degree of overlap is to be 
expected because all patients received SE therapy. On the other hand, that therapeutic 
processes may be shared between two groups of patients (particularly those receiving 
the same mode of therapy) calls into question the purported link between cognitive 
change and sudden gains, made by Tang and colleagues (Tang & DeRubeis, 1999b; 
Tang et al., 2005). Tang and colleagues found evidence of more cognitive change in 
sessions immediately preceding sudden gains than in earlier sessions among sudden 
gain patients receiving CBT.  Aside from that fact their analysis was not a between-
subjects comparison of cognitive change in non-gainers’ therapy, their conclusions may 
be further unwarranted because the results of the current study suggest that therapy 
processes of patients receiving the same psychotherapy can overlap to a certain degree, 
regardless of whether patients respond rapidly or gradually. Thus, it remains possible 
that the cognitive changes observed in sudden gain patients (Tang & DeRubeis, 1999b; 
Tang et al., 2005) featured equally in the process of non-sudden gainers. In other words, 
cognitive change may not necessarily underlie their observation of sudden gains. This 
herein highlights the benefits of studying therapy processes in both rapid and gradually 
responding patients. 
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Differences in Therapy Process. Seven of the nine observed statistical differences 
related to patient factors, which supports the notion that patient factors may determine 
the likelihood of a rapid response (e.g., Study 1). Results from a statistical comparison of 
differences in process between the groups suggest that ERR patients were taking more 
responsibility for their depression, because they were willing to work on challenging 
affect such as shame and guilt, whereas non-ERR patients were not (yet) operating at this 
level. A likely interpretation of these differences is that patients who are more accepting 
of their situation may be more willing to ‘own’ and to work on the issues underling their 
depression, and hence may experience a greater and more rapid reduction in their 
symptoms. 
In contrast, non-ERR patients were typically more externalizing and more likely 
to resist, or refuse to accept responsibility for, their role in their situation. For example, 
non-ERR patients were more blaming of others (or external forces) and were more 
provocative, demanding, and openly hostile in their interactions with their therapists. 
Non-ERR patients were also more wary and more ambivalent about their therapists. This 
accords well with the observations of Henry et al. (1990) who studied therapy processes 
using the SASB and found higher levels of negative complementarity and mixed 
interpersonal implications in low-change patients early in therapy. Similarly, the 
behaviour of non-ERR patients mirrors the previous observations made by Taurke et al. 
(1990), who found a high rates of defensive behaviours among patients classified as low 
outcome cases during the course of brief psychodynamic psychotherapy. 
Process Correlates. Three of the five processes identified as being most related 
to positive outcomes in SE (Table 8) were items identified as being characteristic of 
ERR therapy in the two previous analyses. Equally, four of the eight processes 
identified as being inversely related to outcomes in SE were items identified as 
characteristic of non-ERR therapy. These results serve to validate the processes 
identified in the exploratory (Table 5 and 6) and statistical comparisons (Table 7) as 
being fundamentally distinct processes that differentiate and characterise each response 
trajectory. Moreover, not only were these process differences evident at the third 
session, but like an early (or gradual) response, they related to overall outcomes in SE 
therapy.  
Working Alliance, Countertransference, and Psychotherapy Process. No 
differences in observer-rated working alliance or countertransference were found. This 
serves to rule out the possibility that the therapists were driving the effect, or that ERR 
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patients may simply have had a better relationship with their therapists. Rather, 
exploratory results from the PQS (Tables 5 and 6) indicate that therapists of both groups 
were equally supportive, validating, tactful, and non-judgmental. However, therapists of 
ERR patients were more constructive and challenging in their approach, which was 
characterised by a focus on their patients’ feelings of guilt, whereas therapists of non-
ERR patients were more accommodating and appeasing, despite the exigent nature of 
their more confrontational ERR patients (Table 7). This suggests therapists of non-ERR 
patients were able to mitigate their countertransference- reactions to their patients’ 
provocativeness. 
Aside from attesting to the reliability of the WAI across different scoring 
methods (i.e., WAI-C and WAI-T in Study 1; WAI-O in Study 2), the null alliance and 
null countertransference results pose a challenge to the commonly accepted finding that a 
strong working alliance is the most consistent predictor of outcome (Krupnick et al., 
1996; Muran et al., 1995; Meyer et al., 2002). It is likely that this notion has been 
(incorrectly) maintained by studies that only look at groups of patients (i.e., main effect 
of alliance), rather than considering each patient’s individual symptom by time course. 
The findings from both Study 1 and Study 2 suggest that even in the case of equivalent 
early and late alliance ratings, not all patients have equivalent outcomes. This pattern was 
maintained when alliance between ERR and non-ERR patients was compared during 
early (Session 3, Study 1 and 2) and late (Session 16, Study 1) stages of treatment.  
Given that no alliance differences emerged, a likely interpretation is that the 
approaches used by therapists of both groups may have been appropriate for each 
patient type. Indeed, the therapist approach that characterises the therapy of ERR 
patients could be considered more expressive than that of the non-ERR patients, which 
appears to contain more supportive elements. This interpretation supports the notion that 
ERR patients were working at a more advanced level, which is characterised by a 







The aims of this thesis were threefold:  
1)  To replicate previous findings of a rapid response to psychotherapy (Study 1);  
2)  To investigate the role of empirically supported pre-existing interpersonal 
patient factors (Study 1); and, 
3)  To examine systematically the therapeutic processes that characterise both 
rapid and gradual response profiles (Study 2). This was achieved by applying 
the PQS to early sessions to determine what happens early in therapy that 
differs between rapid and gradual responders. 
 
4.1 Integration of Findings 
Study 1 found that over one third of patients (23/62) experienced an early rapid 
response to psychotherapy, which was defined as a reduction of at least 50% of a 
patient’s intake BDI symptom score by Session 6. The mean reduction in symptoms 
achieved at Session 6 by ERR patients accounted for 96% of their entire symptom 
reductions. Moreover, ERR patients were twice as likely as non-ERR patients to be 
classified as remitters, and were significantly less depressed at 52 week follow-up. 
Although there were no differences in symptoms between either group at intake, 
patients with a more ‘chronic’ presentation (having either dysthymia, or a personality 
disorder, or a treatment resistant diagnosis) were significantly less likely to experience 
an ERR. Pre-therapy characteristics of non-ERR patients included having lower 
interpersonal mastery, a more domineering interpersonal style, and greater social 
isolation and attachment fears concerning intimacy. Patient- and therapist-rated working 
alliance did not differ between the groups at early (Session 3) or late (Session 16) stages 
of treatment, ruling out the possibility that the therapist may have been driving the 
effect. Finally, demographic variables and therapists’ ratings of the extent to which 
external events influenced therapy were examined to rule out alternate explanations for 
the observed rapid response. In concert with findings from sudden gains research, 
neither demographical variables (e.g., Kelly et al., 2005) nor external events (e.g., 
Hardy et al., 2005) impacted significantly on a patients’ early (or gradual) response. 
This suggested that some combination of patient variables and SE therapy were driving 
the observed rapid response.  
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Study 2 examined the therapeutic processes that characterised and differentiated 
between 10 rapid and 10 gradual responding patients matched on gender and age. Study 
2 found that ERR patients were more likely to work on significant issues and material, 
and were more willing to work on core affect problems, such as shame and guilt. In 
contrast, non-ERR patients were provocative and hostile with their therapists, towards 
whom they experienced conflicted feelings. Moreover, they more typically blamed 
external forces for their difficulties. Equivalent levels of observer-rated working 
alliance and countertransference between both groups confirmed the null differences in 
alliance observed in Study 1.  
The results from both studies suggest that the interpersonal experiences patients 
bring to therapy may determine their interactions with their therapists. Furthermore, a 
rapid response may be the result of a willingness to accept responsibility for the role one 
plays in one’s situation. Patients who experience a rapid response are those who possess 
an interpersonal capacity to be trusting and to work diligently in the context of solid 
therapeutic relationship. This translates to a relative ease about being in therapy 
compared to non-ERR patients. In contrast, non-ERR patients, who are characterised by 
lower levels of interpersonal mastery, a more domineering interpersonal style, and 
greater social isolation and attachment fears concerning intimacy, begin therapy with an 
apparent interpersonal disadvantage combined with an external locus of control. This 
may (in part) explain their ambivalence towards, and provocativeness with, their 
therapists. 
 Seven of the nine observed statistical differences related to patient factors, 
which supports the notion that patient factors may be more salient in producing the ERR 
than therapist techniques, per se. Results from the ICB suggest countertransference did 
not differ between therapists of ERR and non-ERR patients. Thus, just as there was no 
effect of alliance between the groups, the findings of a rapid response were not 
necessarily due to the effect of therapists.  Despite no differences in early patient-, 
therapist-, or observer-rated working alliance between the groups, the analysis of 
therapy process indicated that therapists of ERR patients were working at a different 
level to therapists of non-ERR patients. This suggests that relying on working alliance 
alone may be insufficient in painting an adequate picture of what is happening in, and 
what differs between, the sessions of rapidly (and gradually) responding patients.  
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In sum: 
• Considerable numbers of patients experienced an ERR to psychotherapy which 
(compared to gradually responding patients) resulted in more favourable 
outcomes, including higher rates of remission and sustained improvement one 
year following treatment. 
• The ERR was not necessarily due to diagnostic or demographic factors, or 
differences in therapeutic alliance, nor was it due to differences in levels of 
depression between patients. 
• Rather, it remains likely that pre-existing interpersonal patient factors, including 
attachment and interpersonal mastery, inhibit a patient’s ability to make use of a 
positive working alliance sufficient to explore core affect problems. 
• PQS data suggested that an ERR may be characterised by a willingness to accept 
responsibility for and work on challenging material, such as shame and guilt. In 
contrast, patients less likely to rapidly respond may be those who are more 
externalising, and more blaming of others for their situation. Non-ERR patients 
may also be more challenging of their therapists. 
 
4.2  Limitations  
Several factors need to be considered in evaluating the findings of the present 
research: 
Early Rapid Response (ERR). Because the terms ‘early-’ and ‘rapid-’ response 
have been used interchangeably by researchers, the phrase ‘ERR’ was chosen (in the 
present study) to convey that rapid change had occurred in early therapy sessions. That 
is, an ERR is a rapid response that occurs early in therapy (cf. a sudden gain, which is 
essentially a rapid reduction in symptoms that can occur at any point – early or late – in 
treatment). However, there are problems both with the ERR terminology and with the 
methods used to determine the phenomena it represents.  
It could be argued that an ERR is in fact not rapid at all: An ERR was thought to 
have occurred whenever a patient experienced a reduction of at least 50% of their intake 
BDI score by the Session 6. Yet, Session 6 is three-eighths of the way through therapy. 
Moreover, it is possible that a patient meeting the criteria for an ERR may have merely 
done so by consistently responding gradually (e.g. 2-3 BDI points per session) over the 
first six Sessions of SE therapy. Presented in this way, an ERR represents a response 
trajectory that is neither early nor rapid. A further blow to the ERR criteria is that it was 
 67 
derived using the BDI (the primary outcome measure). Hence, an ERR could be 
considered to be inherently confounded with outcome. Finally, the ERR criteria 
contained no checking mechanism to ensure the stability of an early response. For 
instance, in sudden gains research, Tang and DeRubeis (1999b) considered a ‘reversal’ 
had occurred whenever a patient gave up 50% of the symptom improvement resulting 
from a sudden gain (such patients where excluded from subsequent analyses because 
their gains were considered to represent ‘transient noise’). 
A rebuttal to these arguments lies in the results of the present research. Firstly, 
compared to non-ERR patients, patients classified as having experienced an ERR were 
more than twice as likely to have achieved remission status by the end of treatment, and 
remained significantly less depressed at a 52 week follow-up. Secondly, these outcomes 
were replicated on the observer-rated GAF and HRSD measures. Thirdly, ERR patients 
were significantly less depressed as early as Session 3,  by which time they had 
achieved an average 50% (9.67/19.36) of their total mean BDI symptom reductions. In 
other words, patients who were responding rapidly by Session 3 experienced superior 
end-of treatment outcomes, including higher rates of remission, compared to gradually 
responding patients. This parallels the findings of investigations into early sudden gains 
(Busch et al., 2006; Gaynor et al., 2003; Lutz et al., 2007; Stiles et al., 2003). For 
instance, Kelly et al. (2005) found that early sudden gainers (i.e., patients experiencing 
sudden gains within the first four sessions), had significantly greater overall symptom 
reductions than patients experiencing later sudden gains, and were more likely to be 
treatment responders. Finally, Study 2 found that there were significant differences in 
therapeutic processes between ERR and non-ERR patients. Taken together, the findings 
from the present research add legitimacy to the ERR phenomenon.  
However, a more challenging flaw lies in the categorical nature of the ERR 
criteria. Although adapted from work of Beckham (1989), categorising patients based 
on a 50% percent-change cut off is arbitrary and exclusionary. For instance, a patient 
experiencing a BDI reduction of 49% by the sixth session would fail to meet the ERR 
criteria. Yet, it is likely that this patient has a response profile that approximates an 
ERR. Such a patient would have been (mis-) classified as a non-ERR case. Thus, future 
work is required to determine the best approach for handling cases that only marginally 
fail to meet rapid response criteria.  
BDI Ratings. In the original trial from which the sample was drawn, patients 
were instructed to present their completed BDI to research assistants. However, 
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occasionally patients gave this measure to their therapists. Although no data were 
recorded for the number of times this occurred, this violation to the research protocol 
may have inadvertently communicated information to the therapist. For instance, if 
curious therapists had read their patients’ BDI ratings and had discovered that therapy 
was not progressing as well as desired they could have used this feedback by adjust 
their approach. This could also call into question what a rapid response actually means 
in the current study.  
Long-term Outcomes.  In Study 1, although ERR patients experienced 
significantly better long-term outcomes at a 52-week follow-up, a closer inspection of 
Figure 2 suggests that ERR patients gave up some of their treatment gains. At Session 
16, ERR patients had an average BDI = 8.82, whereas at 52 weeks their average score 
was BDI = 10.62. This suggests some worsening of symptoms following the cessation 
of treatment. Considering depression recurs at high rates during the first 12 months 
following remission (Kendler, 2001; Kessling et al., 1998; Lin et al., 1998; Reimherr et 
al., 1998; Solomon et al., 2000), especially among those who have experienced multiple 
episodes (Kupfer et al., 1996), longer-term follow-ups (e.g., 18-24 months) may reveal 
that the benefits of an ERR are lost over time. If ERR gains are in fact lost over time, 
booster sessions may be indicated.  
Interpersonal Emphasis. Firstly, although there was an empirical basis for the 
interpersonal patient factors investigated in Study 1, unknown factors, such as 
personality, hope, motivation, biological factors, or events precipitating each patient’s 
experience of depression (e.g., job-loss, the death of a loved one, or a role-change) may 
also have an effect on their response to treatment.  Thus, the effect variables such as 
these have on an ERR should be examined in future investigations. Secondly, the focus 
of SE psychotherapy, which centres on understanding transference in the context of 
interpersonal conflicts, may have had augmented effects on the pre-existing 
interpersonal variables prognostic of an ERR, among ERR patients. That is, patients 
experiencing an ERR may simply have been those who were more willing to work on 
their interpersonal problems, because they were higher in interpersonal functioning at 
the outset (i.e., the rich simply got richer, e.g. Luborsky et al., 1980). Indeed, Study 2 
found that resistance and defensiveness were characteristic of non-ERR patients, which 
may be evidence that the SE approach was not suited to these patients. In other words, 
SE psychotherapy may have favoured the interpersonal characteristics of ERR patients, 
hence serving as a disadvantage to non-ERR patients. Thus, further investigations of the 
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predictors of an ERR in other psychotherapies are needed to replicate and clarify the 
current observations. In the case of an early non-response, future research may indicate 
the need for a change therapeutic approach. 
Sample Size. Firstly, the small sample size and lack of a control group may limit 
the ability of these results to generalise to depressed adults treated with other 
approaches. Secondly, as in other exploratory studies of this nature, some findings may 
be compromised if adjusted for the number of analyses performed on our data. Thus, 
larger studies with greater statistical power are required to replicate these results. A 
larger sample would also permit more fine-grained analyses comparing patient factors 
and therapeutic processes of early responders that recovered vs. early responders who 
did not. In Study 1 only 5/23 ERR patients could not be classified as recovered 
following treatment; a number too small to warrant such an investigation. Alternatively, 
because an ERR is somewhat confounded with outcome, future work could focus on 
understanding the differential pathways to recovery among recovered ERR patients and 
patients who did experience an ERR but who also recovered. For instance, Vittengl et 
al. (2005) found that responders with and without sudden gains were equally well by the 
end of treatment, suggesting they had different patterns of change during treatment. 
However, the higher rates of recovery among patients suggest that a rapid response 
profile offered a particular advantage in terms of recovery for patients in the current 
study. Finally, the subsample of 20 patients used for Study 2 was selected according to 
ERR / non-ERR status (first) and a match of age and gender (second). Thus, whether 
these patients represent the larger group from which they were drawn may be 
questioned. However, an examination of the patient characteristics of the ERR and non-
ERR subsample (Table 4) indicated that the symptom and interpersonal differences 
between ERR and non-ERR patients were retained, suggesting that the sampling 
strategy of Study 2 resulted in a largely representative sample of Study 1’s participants. 
The Samples’ Diagnostic Profile. Firstly, although the rates at which personality 
disorders co-occur with depression have been found to be high (Docherty, Fiester, & 
Shea, 1986; Jonas, & Pope, 1992; Shea, Widiger, & Klein, 1992), the proportion of 
patients with comorbid personality disorders in Study 1 (58%) may call into question its 
representativeness. However, the presence or absence of a personality disorder did not 
differentiate between ERR and non-ERR patients. It should also be noted that sudden 
gains have been found in samples of chronically depressed patients with comorbid 
personality disorders (Tang et al., 2002), and females with recurrent depression (Kelly 
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et al., 2007a). This suggests the importance of examining at regular intervals the 
response trajectories of all patients (cf. to pre- and post-therapy symptom analyses), 
regardless of the disorder treated. Secondly, 76% of patients had sought previous 
therapy prior to participating in this trial, and 70% of patients were taking 
antidepressant medication prior to entering the present trial. Although these rates did not 
differ significantly between ERR and non-ERR patients, these characteristics may also 
limit the generalisability of the findings in the present research.  
The PQS. In Study 2, the PQS was applied to only one early session. The 
addition of more early sessions would strengthen findings. Likewise, a design 
incorporating the analysis of therapeutic processes at multiple points across therapy 
(e.g., mid, and late sessions) could support and flesh out the patterns observed in early 
sessions. This may provide additional useful information about non-ERR patients’ 
characteristic intimacy / withdrawal patterns and may reveal how ERR patients make 
use of later sessions to maintain their earlier gains. 
As in previous research (e.g., Albani et al., 2000; Albani et al., 2002; Jones et 
al., 1992; Jones, & Windholz, 1990; Jones, 1998; Jones et al., 1993; Price, & Jones, 
1998), Study 2 applied the PQS to verbatim transcripts of audiotapes, which may miss 
valuable tone of voice and body language indicators. Future research could investigate 
whether there is any added benefit of applying the PQS to videotaped sessions.  
Therapeutic Alliance. Although results suggested therapeutic alliance was 
equivalent across both groups of patients during both early and late stages of treatment, 
it is quite possible (and likely) that therapists adjusted their approach with more chronic 
patients by using more supportive rather than expressive techniques. This may have had 
the effect of equalizing later alliance ratings between groups, whilst obscuring likely 
differences in therapist activity within sessions. Thus, the impact of therapist focus and 
technique in later sessions requires further research.  
Impact of External Events. Therapists were asked to rate the extent to which they 
believed events external to therapy had affected their patients’ progress at early, middle, 
and late stages of therapy. However, therapists completed these ratings at the 
completion of therapy and thus, the accuracy of ratings may be confounded by their 
ability to recall of such events. 
Attachment. Attachment was measured using the RQ, which is a simple (but 
brief) measure. Yet, there are other, more in-depth, measures of attachment, which have 
a slightly different taxonomy of attachment. For example, the Adult Attachment 
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Inventory (AAI; Main, Kaplan, & Cassidy, 1985) involves a 1-hr attachment-history 
interview that inquires about early attachment relationships as well as the interviewee’s 
sense of how these experiences affected their adult personality, by probing for specific 
memories that confirm or contradict the quality of attachment history presented by the 
interviewee. In other words, compared to RQ, the AAI may measure more core 
relationship processes because it is more thorough (e.g., Levy et al,. 2006). Thus, the 
use of more a thorough measure of attachment could serve to cross-validate and 
strengthen the findings observed in the current research, and could provide information 
missed by the RQ.  
 
4.3 Implications and Future Directions 
In an era of artificial universal therapy time-limits, such as those imposed by 
insurance companies and public Medicare-funded agencies, future research is needed to 
determine the added benefit of sessions following an ERR. In Study 1, it was found that 
ERR patients achieved most (96%) of their BDI treatment gains in Sessions 1-6, 
whereas only a small overall mean gain (representing a BDI reduction of .88 points) 
was made between Sessions 6-16. One interpretation is that once an early rapid 
reduction in symptoms has been achieved, treatment is complete (i.e., further sessions 
are not necessary).  On the other hand, considering the high rates of relapse in 
depressive disorders (Kupfer et al., 1996), the sessions following an ERR may serve to 
consolidate early gains and thus may act as a prophylactic against relapse. In other 
words, later sessions may be equally important, but for different reasons. Clearly, these 
issues should be addressed in future research designs. 
Nevertheless, this is the first known research to use the PQS in the context of a 
rapid response. Because the PQS provides a standard language for describing 
psychotherapy processes, it can be (and has been) used to identify and compare the 
precise processes that lead to outcomes across divergent models of psychotherapy 
(Ablon & Jones, 1998, 1999; Ablon, Levi, Katzenstein, 2006; Ablon & Jones, 2002; 
Coombs, Coleman, & Jones, 2002; Jones, & Pulos, 1993; Sirigatti, 2004). Thus, the 
PQS could be used to compare the processes across different therapies of both rapid 
response and sudden gain patients. Such research could also incorporate an investigation 
of each treatment’s adherence to the prototypes of ideal therapy (e.g., Ablon & Jones, 
1998; 2002).  
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Regarding non-ERR patients, given that that adult attachment styles are 
understood to be forged within the first three years of development (Prior & Glaser, 
2006), it could be considered hardly surprising that researchers have found little 
improvement after 20 to 40 sessions for problems pertaining to intimacy and closeness 
(e.g., Horowitz et al., 1993). These intimacy problems are remarkably similar to non-
ERR patients’ pre-therapy interpersonal characteristics (Study 1) and their behaviours 
towards their therapists (Study 2). Indeed, Horowitz et al. (1993) suggest that 
maladaptive interpersonal problems such as these are characterlogical and may thus 
need more therapy to change. It may be that a non-rapid response warrants a change in 
approach, or that non-ERR patients would most benefit from a different trial of therapy.  
On the other hand, it may simply be that the “rich get richer” (i.e., that healthier patients 
tend to do better in psychotherapy, and experience an ERR; Luborsky et al., 1988). In 
the current sample, although patients did not differ in diagnosis or depressive 
symptoms, per se, the constellation of their interpersonal factors (and how these played 
out in therapy) certainly paints them as more pathological. 
The results of the current study have implications for therapy and future 
research. If (via an assessment of the interpersonal variables based on the results of in 
Study 1) researchers were able to identify prior to therapy the patients less likely to 
experience a rapid response, then a brief skills training program could be provided to 
patients prior to therapy. This could target reducing potential defensiveness by 
preparing clients for the interpersonal and emotionally challenging work ahead. Such a 
program could also involve setting up the frame of therapy and developing trust (e.g. 
socialising clients to the nature of therapy), and modules that teach affect identification 
and regulation skills, which could provide a buffer against the stress caused by 
depression. Indeed, preliminary research in this area suggests that stress-management 
skills incorporating emotion regulation and identification of avoidance can themselves 
lead to a rapid response (e.g., Hayes et al., 2007a).  
Accordingly, regarding ERR patients, the practical implications for future 
research highlight a need to determine the content and duration of therapy required to 
foster and maintain early gains. Regarding gradual responders, it is suggested that 
researchers: 
• Develop an assessment tool or battery to identify patients likely to be 
externalising, defensive, and fearfully attached, and hence less likely to be 
rapid responders. 
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• Develop and implement a pre-therapy skills training program targeting 
these elements, including and preparing patients for the emotionally 
challenging work ahead. 
• Evaluate the assessment battery and pre-therapy program, by investigating 
their impact on acute and long-term outcomes. Results could be compared 
against outcomes of the non-ERR patients from Study 1, who received 
therapy without a pre-therapy skills training program. This may avoid the 
need for an additional control condition. 
 
4.4 Sudden Gains and a Rapid Response Revisited 
Of the studies reviewed, not all found that sudden gains (or a rapid response) 
consistently led to better outcomes, or higher rates of recovery (e.g., Hayes et al., 2007a; 
Kelly et al., 2007a; Tang et al., 2002; Vittengl et al., 2005). However, as discussed, the 
most likely explanation for these less common findings lies in the methodology of these 
studies, which utilised samples with complex conditions such as or co-morbid Axis II 
disorders, or depression that was chronic (Tang et al., 2002), atypical (Vittengl et al., 
2005) or recurring (Kelly et al., 2007a). Additional methodological disparities, such as 
differences in the tools used to measure and track symptom change, differences in the 
criteria used to identify sudden gains (or a rapid response), and differences in definitions 
of recovery, all complicate the interpretation of results that depart from the mean. For 
instance, Vittengl et al. (2005) found sudden gains did not necessarily lead to superior 
outcomes. However, the criteria they used to identify sudden gains differed to the 
original criteria of Tang & DeRubeis (1999b). A recent study (Tang et al., 2007) 
comparing both criteria within the one sample found that each method led to entirely 
different results concerning the numbers of sudden gains identified and their 
relationship to recovery.  
Evidence also suggests that therapy type may need to be considered when 
interpreting unforeseen results. In Hayes et al. (2007a), a rapid response did not lead to 
significantly better outcomes in an exposure-based cognitive therapy for depression. 
Rather, patients experienced the highest rates of remission were those who experienced 
an apparent worsening of symptoms during (or after) the exposure-activation phase of 
therapy. An examination of patient narratives indicated that this ‘depression spike’ 
reflected high levels of cognitive-emotional processing, which was found to mediate the 
relationship between depression spikes and outcome (Hayes et al., 2007a).  
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Alarmingly, the ‘depression spike’ (Hayes et al., 2007a), which is essentially a 
temporary worsening of symptoms, parallels the concept of a ‘reversal’ used by sudden 
gains researchers to remove sudden gains considered to represent “transient noise” 
(Tang & DeRubeis, 1999b, p. 896). Patients with sudden gains are typically considered 
to have experienced a reversal whenever they relinquish 50% of the symptom 
improvement resulting from a sudden gain. However, the results of Hayes et al. suggest 
that sudden gain reversals may in fact reflect processes meaningful to outcome, such as 
cognitive-emotional processing, and should not be excluded in future analyses. 
Therefore, in cases where a rapid response (or a sudden gain) does not lead to 
significantly better outcomes or higher rates of recovery, further research is needed to 
determine whether (or not) unexpected findings have occurred by chance or if factors 
such as those outlined above explain the examples of disparate results.  
It also remains possible that both sudden gains and a rapid response happen 
independently (i.e., regardless) of therapy. For instance, sudden gains have been 
observed among depressed patients in pill placebo and in pharmacotherapy conditions 
(Vittengl et al., 2005), and among untreated participants with depression, who simply 
engaged in self-monitoring of symptoms (Kelly et al., 2007b), and a rapid response has 
been observed untreated married men and women (McLeod et al., 1992). Alternatively, 
sudden gains and a rapid response may merely represent a natural pathway to recovery 
that is non-linear. Indeed, alternate non-linear pathways to recovery have been 
identified (e.g., Hayes et al., 2007b; Lutz et al., 2007). For instance, Vittengl et al. 
(2005) found that responders with and without sudden gains were equally well by the 
end of treatment, suggesting they had different patterns of change during treatment.  
These issues highlight the need for researchers to investigate the role of sudden 
gains and a rapid response in the natural course of recovery from depression. It may be 
that once the rates of therapeutically-induced sudden gains (or a rapid response) are 
adjusted for by the rates of ‘naturally’ occurring sudden gains, their importance in 
psychotherapy research would be minimised. On the other hand, it may be that 
therapeutically-induced gains are more enduring, which would indicate that therapy 
offers an important prophylactic against symptom recurrence. Research addressing this 
possibility is particularly necessary given that depression recurs at high rates (Kupfer et 
al., 1996; Lin et al., 1998; Reimherr et al., 1998). However, there is preliminary 
evidence to suggest that non-treatment related gains may be inferior to gains achieved in 
therapy, because although they represent substantial reductions in depression, they did 
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not result in significantly higher rates of recovery compared to participants not 
experiencing gains (Kelly et al., 2007b).  
Finally, a review of the research revealed that the bulk of sudden gains occur on 
average between the fourth and sixth sessions, which points to an apparent overlap with 
a timing of a rapid response (i.e., within six sessions; e.g., Beckham, 1989; Ilardi & 
Craighead, 1994). It was thus suggested that that rapid response methods are essentially 
capturing the bulk of patients with sudden gains, and that these patients’ sudden gains 
are early sudden gains, which are more consistently related to superior outcomes (e.g., 
Busch et al., 2006; Gaynor et al., 2003; Kelly et al., 2005; Lutz et al., 2007; Stiles et al., 
2003). Nevertheless, the relationship between early sudden gains and a rapid response 
requires further empirical clarification.  
Thus, further implications for researchers to consider include: 
• Refining and standardizing the criteria for the identification of sudden 
gains (and a rapid response).  
• Standardizing the criteria used to determine a patient’s recovery / 
remission status.  
• Determining the long-term benefits of a rapid response / sudden gains 
when it occurs naturally (vs. therapeutically-induced gains).  
• Investigating the similarities between sudden gain and rapid response 
methods, to determine empirically the conceptual overlap. 
 
4.5 Conclusion 
‘Sudden gains’ and ‘rapid response’ methods suggest considerable numbers of 
patients experience large robust reductions in depression in early sessions, across a 
range of psychotherapeutic modalities. This thesis sought to determine the therapeutic 
process variables that predict both rapid and gradual response profiles. Study 1 found 
that by Session 6, over one third of patients (23/62) achieved a large mean reduction in 
symptoms that accounted for 96% of their entire symptom reductions. Rapid responders 
were more likely than gradual responders to be classified as remitters, and were 
significantly less depressed at 52 week follow-up. Pre-therapy characteristics of patients 
less likely to rapidly respond included having lower interpersonal mastery, a more 
domineering interpersonal style, and greater social isolation and attachment fears 
concerning intimacy.  
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Study 2 sought to determine the therapeutic processes preceding a rapid 
response via an analysis of early therapy sessions among a sample of rapid and gradual 
responders, using the PQS. Results indicated that as early as Session 3, rapid responders 
were at a more advanced stage of therapy characterised by a willingness to work on 
strong emotions such as guilt. In contrast, gradual responders’ sessions were dominated 
by resistance, externalizing, hostility, and defensiveness. No differences in working 
alliance were found in either Study 1 or Study 2, ruling out the possibility that a rapid 
response was due to a therapist effect.  
Therefore, it is likely that differences in early therapy outcomes (i.e., ERR vs. 
non-ERR) may be largely influenced by patients’ pre-existing (i.e., pre-therapy) 
interpersonal differences, such as differences in attachment style and interpersonal 
mastery. It also appears likely that these pre-existing factors play out in the subtleties of 
the therapeutic relationship and may either enhance or inhibit a patient’s ability to make 
use of therapy. This is the first known study to examine and compare the therapeutic 
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The Original Sudden Gain Criteria: 
Although they acknowledged the arbitrary nature of their criteria, Tang and 
colleagues (Tang et al., 1999b) proposed that a sudden gain had occurred between two 
consecutive therapy sessions (Session N and Session N +1) if: 
 
1.  The gain was at least 7 BDI points: BDIN − BDIN −1 ≥7, 
2. The gain represented at least 25% of the participant’s pregain session BDI score: 
BDIN − BDIN +1 ≥0.25 × BDIN, and  
3.  The mean BDI score of the three therapy sessions before the gain (Sessions N 
−2, N −1, and N) was significantly higher than the mean BDI score of the three 
therapy sessions after the gain (Sessions N+1, N+2, and N+3), using a two-




Reversals. Tang and colleagues defined a reversal as having occurred whenever a 
patient gave up 50% of the symptom improvement resulting from a sudden gain. For 
example, if a patient’s pregain-session BDI score was 30 and postgain-session BDI 




                                                 
*
Note. It should be acknowledged that although the authors explain that these criteria were designed 
to ensure that the magnitude of a sudden gain is large in absolute terms, relative to the symptom 
fluctuations before and after the gain, Tang and colleagues (Tang et al., 1999, Tang et al., 2002) 
incorrectly executed this procedure with an independent t-test, when the appropriate analysis calls for a 
repeated-measures (with-subjects) design.  Interestingly, after highlighting this flaw to the authors (T. Z 
Tang, personal communication, May 13, 2003; May 14, 2003), this criteria has been remodelled (see 





The Impact of External Events Questionnaire 
 
Instructions: Therapists to complete at end of treatment.  
 
 
To what extent do you believe that external events impeded progress in therapy? 
 
a) At the beginning: 1     2     3     4     5     6     7     8     9    10 
    Not at all    A lot 
 
b) At the middle:  1     2     3     4     5     6     7     8     9    10 
    Not at all    A lot 
 
c) At the end:   1     2     3     4     5     6     7     8     9    10 
    Not at all    A lot 
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Appendix C  
 
Jones’s Psychotherapy Process Q-Set items (Jones, 2000) 
Note. P = Patient; T = Therapist 
 
Item Item Description 
1 P verbalises negative feelings (e.g., criticism, hostility) toward T 
2 T draws attention to P's nonverbal behaviour, e.g., body posture, gestures 
3 T's remarks are aimed at facilitating P's speech 
4 The P's treatment goals are discussed 
5 P has difficulty understanding the T's comments 
6 T is sensitive to the P’s feelings, attuned to the P; empathic 
7 P is anxious or tense (vs. calm and relaxed) 
8 P is concerned or conflicted about her dependence on T (vs. 
9 T is distant, aloof (vs. responsive and affectively involved) 
10 P seeks greater intimacy with the T 
11 Sexual experiences and feelings are discussed 
12 Silences occur during the hour 
13 P is animated or excited 
14 P does not feel understood by T 
15 P does not initiate topics; is passive 
16 There is discussion of body functions, physical symptoms, or health  
17 T actively exerts control over the interaction (e.g., structuring) 
18 T conveys a sense of non-judgemental acceptance 
19 There is an erotic quality to the relationship 
20 P is provocative, tests limits of therapy relationship 
21 T self-discloses 
22 T focuses on P's feelings of guilt 
23 Dialogue has a specific focus  
24 T's own emotional conflicts intrude into the relationship  
25 P has difficulty beginning the hour 
26 P experiences discomforting or troublesome (painful) affect 
27 T gives explicit advice and guidance (vs. defers even when pressed to do so) 
28 T accurately perceives the therapeutic process 
29 P talks of wanting to be separate or distant 
30 Discussion centres on cognitive themes (i.e., about ideas or belief systems) 
31 T asks for more information or elaboration 
32 P achieves a new insight or understanding 
33 P talks of feelings about being close to or needing someone 
34 P blames others, or external forces, for difficulties 
35 Self-image is a focus of discussion 
36 T points out P's use of defensive manoeuvres, e.g. undoing, denial 
37 T behaves in teacher-like (didactic) manner  
38 There is discussion of specific tasks for P to attempt outside of session 
39 There is a competitive quality to the relationship 
40 T makes interpretations referring to actual people in the P's life 
41 P's aspirations or ambitions are topics of discussion 
42 P rejects (vs. accepts) T's comments and observations 
43 T suggests the meaning of others' behaviour  
44 P feels wary or suspicious (vs. trusting and secure) 
45 T adopts supportive stance 
46 T communicates with P in a clear, coherent style 
47 When the interaction is difficult, the T accommodates in an effort to improve relations 
48 The T encourages independence of action or opinion in the P 
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49 P experiences ambivalent or conflicted feelings about the T 
50 T draws attention to feelings regarded by the P as unacceptable (e.g., anger, envy, or 
excitement) 
51 T condescends to, or patronises the P 
52 P relies upon T to solve his/her problems 
53 P is concerned about what the T thinks of him or her 
54 P is clear and organised in self-expression 
55 P conveys positive expectations about therapy 
56 P discusses experiences as if distant from his/her feelings 
57 T explains rationale behind his/her technique or approach or treatment 
57 T explains rationale behind his/her technique or approach or treatment 
59 P feels inadequate and inferior (vs. effective and superior) 
60 P has cathartic experience 
61 P feels shy or embarrassed (vs. unselfconscious and assured) 
62 T identifies a recurrent theme in the P's experience or conduct 
63 P's interpersonal relationships are a major theme 
64 Love or romantic relationships are a topic of discussion 
65 T clarifies, restates, or rephrases P's communication 
66 T is directly reassuring  
67 T interprets warded-off or unconscious wishes, feelings, or ideas 
68 Real versus fantasised meanings of experiences are actively differentiated 
69 P's current or recent life situation is emphasised in discussion 
70 P struggles to control feelings or impulses 
71 P is self-accusatory; expresses shame or guilt 
72 P understands the nature of therapy and what is expected 
73 P is committed to the work of therapy 
74 Humour is used 
75 Interruptions or breaks in the treatment, or termination of therapy, are discussed 
76 T suggests that P accept responsibility for his or her problems 
77 T is tactless 
78 P seeks T's approval, affection, or sympathy  
79 T comments on changes in P's mood or affect 
80 T presents an experience or event in a different perspective 
81 T emphasises P’s feelings in order to help him or her experience them more deeply 
82 The P's behaviour during the hour is reformulated by the T in a way not explicitly recognised 
previously 
83 P is demanding 
84 P expresses angry or aggressive feelings 
85 T encourages P to try new ways of behaving with others 
86 T is confident of self-assured 
87 P is controlling 
88 P brings up significant issues and material 
89 T acts to strengthen defences (vs. stimulate insight) 
90 P's dreams or fantasies are discussed 
91 Memories or reconstructions of infancy and childhood are topics of discussion 
92 P's feelings and perceptions are linked to situations or behaviour of the past 
93 T is neutral 
94 P feels sad or depressed (vs. joyous or cheerful) 
95 P feels helped 
96 There is discussion of scheduling of hours, or fees 
97 P is introspective, readily explores inner thoughts and feelings 
98 The therapy relationship is a focus of discussion 
99 T challenges P's view (vs. validates P's perspective) 
100 T draws connections between the therapeutic relationship and other relationships 
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Appendix D 
PQS Scoring Procedure  
Most items have specific instructions that provide examples of the distinction between 
uncharacteristic, characteristic and neutral ratings (see Jones, 2000). For example, one 
item describes the therapist as “distant or aloof” when rated in the characteristic range 
(categories 6-9). However, when rated in the uncharacteristic range (categories 1-5), the 
item indicates that the therapist was “genuinely responsive or affectively involved” (the 
opposite of “distant or aloof”). Only if the item were irrelevant to the description of the 
hour would it be rated as neutral (category 5). The numbers of cards to be placed in each 
category are listed below. The placement of cards in this way results in a normal 
distribution, thereby permitting subsequent parametric quantitative analyses. 
 
 
Category                        No. Cards  Label of Category 
1 5 Extremely uncharacteristic or negatively salient 
2 8 Quite uncharacteristic or negatively salient 
3 12 Fairly uncharacteristic or negatively salient 
4 16 Somewhat uncharacteristic or negatively salient 
5 18 Relatively neutral or unimportant 
6 16 Somewhat characteristic or salient 
7 12 Fairly characteristic or salient 
8 8 Quite characteristic or salient 











Appendix E  
 
The Inventory of Countertransference (Friedman & Gelso, 2000) 
 








P 1  Colluded with the patient in the session 1 2 3 4 5 
N 2  Rejected the patient in the session 1 2 3 4 5 
P 3  Over supported the patient in the session 1 2 3 4 5 
P 4  Tried to befriend the patient in the session 1 2 3 4 5 
 5  Was hostile toward the patient in the session 1 2 3 4 5 
N 6  Was apathetic toward the patient in the session 1 2 3 4 5 
N 7  Behaved as if she were 'somewhere else' during the session 1 2 3 4 5 
 8  Was too silent in the session 1 2 3 4 5 
P 9   Talked too much during the session 1 2 3 4 5 
P 10  Frequently changed the topic in the session 1 2 3 4 5 
 11  Acted in a boastful manner during the session 1 2 3 4 5 
N 12  was critical of the patient during the session 1 2 3 4 5 
N 13  Spent time complaining during the session 1 2 3 4 5 
N 14  Treated the patient in a punitive manner during the session 1 2 3 4 5 
 15  Inappropriately questioned the patient's statements during the session 1 2 3 4 5 
P 16  Inappropriately apologised to the patient during the session 1 2 3 4 5 












Appendix E (continued…)  
 








P 18  Acted in a dependent manner during the session 1 2 3 4 5 
P 19  Seemed to agree too often with the patient during the session 1 2 3 4 5 
N 20  Inappropriately took on an advising tone with the patient during the session 1 2 3 4 5 
 21  Used humour inappropriately in the session 1 2 3 4 5 
N 22  Distanced him/herself from the patient during the session 1 2 3 4 5 
P 23  Engaged in too much self-disclosure during the session 1 2 3 4 5 
N 24  Behaved as if she or he were absent during the session 1 2 3 4 5 
 25  Dominated the session 1 2 3 4 5 
N 26  Inappropriately questioned the patient's motives during the session 1 2 3 4 5 
 27  Ended the session late 1 2 3 4 5 
 28  Ended the session early 1 2 3 4 5 
 29  Acted parental during the session 1 2 3 4 5 
 30  Avoided the patient in the session 1 2 3 4 5 
N 31  Provided too much structure in the session 1 2 3 4 5 
 32  Directed the patient inappropriately in the session 1 2 3 4 5 
P = Forms Positive Countertransference Index (10 Items); N = Forms Negative Countertransference Index (11 Items); Friedman & 
Gelso (2000) 
  
 
